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Safe, 


what you want 


prolonged. 


hypertensive 


vasodilation 


jitranitol provides it... permitting hypertensives 
to resume more normal lives. 


And . . . therapeutic dosages of NITRANITOL can be maintained 
over long periods of time . . . without frequent checkups . . . without 
worry about possible toxic effects. 


Nitranitol is the universally prescribed drug in the management 
of essential hypertension. 


FOR SAFE, GRADUAL, PROLONGED VASODILATION 


- When vasodilation alone is indicated —NITRANITOL. 

- When sedation is desired—NITRANITOL with PHE- 
NOBARBITAL. 

- For extra protection against hazards of capillary 
fragility—NITRANITOL with PHENOBARBITAL and 
RUTIN. 

- When the threat of cardiac failure exists—NITRANITOL 

[NATO 3 - For reiractory cases 0 rtension — 

P.V. (Nitranitol, Phenobarbital, Veratrum Alkaloids*) 


* alkavervir 


. 
mannitol hexanitrate ) 


Searle Research 
Progress Report: 


Continued investigational work has re- 
sulted in Pro-Banthine, a new anticholin- 
ergic drug with high potency, small dosage, 
minimal side effects, agreeable taste and 
convenient dosage schedule. 


The new anticholinergic, Pro- 
Banthine* (brand of propantheline 
bromide) provides a powerful drug 
in the therapy of peptic ulcer, in- 
testinal hypermotility and other 
conditions of parasympathotonia. 

The high potency of Pro- 
Banthine permits its use in small 
dosage. With the suggested dosage 
of one tablet (15 mg.) with meals 
and two at bedtime there is little 
likelihood of untoward manifesta- 
tions. 

Pro-Banthine has a pronounced 
inhibiting action on stimuli at 
(a) the parasympathetic and sym- 
pathetic ganglia and (b) the effec- 
tor organs of the parasympathetic 
system. 

Pro-Banthine is produced for 
oral use in 15 mg. sugar-coated 
tablets. 

SEARLE 
Research in the Service of Medicine 
*Trademark of G. D. Searle & Co. 


Top—Section through duodenal 
bulb just distal to pylorus through 
center of ulcer crater. 


Center—Healing ulcer with scar 
tissue and regeneration of tissue 
layers. 


Bottom—Healed ulcer with res- 
toration of mucosa. 
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WO. efficient control of 


nausea and vomiting of. . . 


MOTION 
SICKNESS 


RADIATION 
SICKNESS 


ANESTHESIA 


APOLAMINE’ 


Investigations prove that the antinausea drugs show a higher 


degree of effectiveness when given together. 
Apolamine is a balanced combination of effective antinausea agents 
for a more comprehensive four-point control of nausea and the 


vomiting reflex. 
CONTROLS THE CEREBRAL VOMITING CENTER 

With a gentle sedation that depresses the vomiting reflex and relieves 

the patient's nervousness. 

CONTROLS EXCESS PARASYMPATHETIC STIMULI 

Which give rise to salivation, gastric hypersecretion and, in turn, vomiting. 

HELPS TO CONTROL METABOLIC FUNCTIONAL IMBALANCES 

Provides the vitamins of the B complex which tend to reduce the incidence 

of nausea and vomiting. 


CONTROLS LOCAL GASTRIC IRRITATION 
Minimizes the nauseous reaction to various foods by decreasing the sensitivity 


of the mucosal lining of the stomach. 


Each tablet contains 15 mg. (1/4 grain) Luminal®, 
0.1 mg. (1/600 grain) atropine sulfate, 0.2 mg. 


(1/300 grain) scopolamine hydrobromide, 0.1 Gm. 
(1 1/2 grains) benzocaine, 4 mg. riboflavin, 

2.5 mg. pyridoxine HCI, and 25 mg. nicotinamide. Yon On 


Apolamine is supplied in bottles of 100 tablets. 


luminal, trademark reg. U. S. & Canada, brand of phenobarbital 
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PENICILLEMIA U./CC. 


Oral Potassium Penicillin G Plus ‘B d’ V>. 
Procaine Penicillin. (AVERAGES OF SIX PATIENTS) 


HOURS 


12 20 24 


Oral administration cf REMANDEN at eight-hour intervals maintains over-all plasma penicillin levels during a 24-hour period 
(black line) equal to those obtained with 300,000 units of intramuscular procaine penicillin (white line). 


New’ Oral Repository Penicillin‘... 
Comparable to Intramuscular Therapy? 


REMANDEN combines penicillin G with probenecid. 
In a recent clinical report! the recommended daily 
dose of REMANDEN has been shown to give the same 
peak levels and the same duration of therapy as that 
provided by the usual dose of procaine penicillin 
(300,000 units) given intramuscularly. 


SAVES TIME FOR THE PHYSICIAN 


Because REMANDEN maintains plasma levels of peni- 
cillin comparable to those of intramuscular penicillin, 
this new preparation is an important time-saver for 
the physician. 


SIX ADVANTAGES OF REMANDEN 

1. REMANDEN gives higher and more prolonged peni- 
cillemia* than an equal dose of other currently 
available oral penicillin preparations. 


2. REMANDEN provides comparable plasma levels 
peak-wise and duration-wise—to procaine penicillin 
intramuscularly. 


3. REMANDEN supplements and augments initial in- 
tramuscular penicillin therapy. 


4. REMANDEN permits wider latitude in spacing of 
oral doses, facilitating administration dissociated 
from meals to obtain optimal absorption. 


Remanden 


PENICILLIN WITH PROBENECID (Benemid®) 


In both private and hospital practice, oral REMANDEN may be relied upon 
to save countless hours by supplementing intramuscular therapy in the 
more commonly occurring systemic infections. 


5. REMANDEN is adequate for the majority of infec- 
tions due te penicillin-susceptible organisms. 


6. REMANDEN allows freedom from injection without 
sacrificing therapeutic efficacy. 


Formula: Each REMANDEN Tablet contains 100,000 
units of penicillin and 0.25 Gm. of BENEMID. 


REMANDEN is supplied in vials of 12 (slotted) tablets. 
Sharp & Dohme, Philadelphia 1, Pa. 
*Synonym for plasma concentrations of penicillin. 


1. Boger, W.P., Crosley, A.P., Jr., Carfagno, S. and Bayne, G.M.: 
Antibiotics and Chemotherapy, 2:555, November, 1952. 
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NOW 

for the first time 
full 

therapeutic 
flosage 

of aminophylline 
ORALLY 


for the cardiac patient 
for the asthmatic patient 
for diuresis 


Cardalin 


PATENT PENDING 


tablets 


Each tablet contains: 

Aminophylline 5.0 gr. 
Aluminum Hydroxide. 2.5 gr. 
Ethyl Aminobenzoste ....... 6.5 gr. 


Cordalin and Cordolin-Phen tablets are bes! 
tolerated after meals and preferably admin- 
istered with one-half glasstul of milk. 


Supplied: Bottles of 100, 500, 1000. 


with safety and simplicity 


Cardalin caniets 


PATENT PENDING 


Cardalin-Phen 


PATENT PENDING 


Cardalin and Cardalin-Phen contain 5 grains of 
Aminophylline per tablet... the highest con- 
centration supplied for Oral Administration. 
Two protective factors (Aluminum Hydroxide and 
Ethyl Aminobenzoate) counteract the local gastric 
irritation so common to oral aminophylline ther- 
apy. Prolonged treatment at high dosage levels can 
be accomplished with Cardalin and Cardalin-Phen, 
as demonstrated by extensive clinical studies. 


Cardalin and Cardalin-Phen tablets rapidly produce 
clinical response of the same magnitude as that 
obtained by intravenous administration of amino- 
phylline. These new products permit the physician 
to institute and maintain effective oral treatment 
in conditions formerly considered amenable only 
to rectal or parenteral aminophylline therapy. 


NEItSLER & COMPANY 
Decatur, Illinois 
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MEMO FROM THE 


MANAGING PUBLISHER 


On pace 91 of this issue appears a special report, “General 
Practice, Today and Tomorrow,” by Dr. Donald M. Clark 
and Joseph S. Collings. The authors prepared the section 
on general practice which will appear in one of the five vol- 
umes comprising the final report of the Truman Commission 
on the Health Needs of the Nation. Their article in this 
issue is based upon that report. 

Volumes I, IV, and V of the Commission’s report have 
been published. The first volume, issued on December 18, 
1952, contains the Commission’s findings and recommenda- 
tions and has been the subject of extensive comment in this 
and other medical journals. In Volume II, not yet released, 
will appear an exhaustive study of general practice. 

GP had expected to publish i in full this entire section of 
the report as it will appear in the volume entitled ‘America’s 
Health Status, Needs and Resources.” After having ob- 
tained permission to publish the report in advance of its 
official release, however, extensive editorial changes were 
found necessary, and, as one of the co-authors, Mr. Collings, 
was out of the country, we decided this was time con- 
suming and impractical. 

To have waited until the approval of both authors could be 
obtained on the revised manuscript would have delayed 
publication for another month or two, by which time cur- 
rent interest in the report of the Commission would have 
subsided. Instead, permission was obtained to publish a 
shorter version prepared by the same authors and first pub- 
lished in The New England Journal of Medicine. 

Dr. Clark was a member of the Commission. Mr. Collings 
was a staff consultant on general practice. 

As mentioned in previous issues of GP, and elsewhere in 
this issue, there is much in the recommendations of the 
Magnuson Commission with which organized medicine can 
and must disagree. The same is true of the section on gen- 
eral practice. With the Commission’s definition of general 
practice and its conclusion that the primary health need of 
our nation involves the personal service general practitioners 
alone can give to individuals, most of our readers will agree. 

Indeed, most of this remarkable study will receive the en- 
dorsement of the majority of thinking general practitioners, 
even though they may disagree with certain specific conclu- 
sions. 

Publication of the article by GP should not be interpreted 
as an approval of any part of the Magnuson Commission 
report nor of the recommendations of the authors. It is 
published because GP believes it will be a source of comment 
for years to come and we feel it our obligation to publish it 
in the general practitioner’s magazine as a reference source 
for its readers. 


—M.F.C. 
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Human study shows 10 mg. of 
‘Toryn’ equal in antitusstve effect 


to 20 mg. of codeine 


Dr. Magnus Blix', collaborating with Prof. Ernst Barany, at the University 
of Upsala, Sweden, compared the effects of “Toryn’ and codeine on the human 
cough threshold. Using a new technique involving ammonia gas inhalation, 

they found that 10 mg. of ‘Toryn’ produced an antitussive effect} equal to that 

of 20 mg. of codeine. 

Results of this controlled study on 30 volunteers are presented in the graph below. 


COMPARATIVE EFFECTS OF ‘TORYN’ & CODEINE 
ON COUGH THRESHOLD IN MAN 


TORYN’ (10 me.) | 90 
C= (20 mg.) 


Time lapse between _ Duration of effect Percentage rise in 
ingestion and effect (minutes) cough threshold 
(minutes) 


1. Blix, M.: On the Antitussive Effect of (-diethylaminoethyl 1-phenyl- 
cyclopentane-1-carboxylate) ethanedisulfonate, §.K.F. (‘Toryn’). In manuscript. 
t( Average percentage rise in cough threshold) x (duration of activity) 


TO RY tablets 


a new, non-narcotic compound to replace 


codeine in cough control 
Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U. S. Pat. Off. for caramiphen ethanedisulfonate, $.K.F. 
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1953 SIGNIFICANT EVENTS 


Record Attendance 
Set in St. Louis 


Hildebrand Named 
President-Elect 


Block and Davis 
Receive GP Awards 


Heron Elected to 
Head Directors 


high mark not only in attendance, but ; 
thusiasm. "Hearts 3,000 doctors attended. The character and 


over ifth 
Annual Assembly | which ended in St. Louis last week set a new 
in 


> With a total registration of just over 6,000, the 


Spirit and en- 


excellence of the program arranged by Dr. Merlin Newkirk's 
Committee on Scientific Assembly were universally applauded. 
An extraordinarily valuable technical exhibit, as well as a 
much expanded scientific exhibit, added materially to the 
success of the program. Technical exhibitors were unanimous 
in acclaiming the excellence of the program and the remark- 
able success of the meeting. 


While their husbands attended stimulating scientific 


lectures, 1,200 wives were enjoying the brilliant functions 
arranged by Mrs. Norton J. Eversoll and her Ladies’ Enter— 


was unani 
and exciting session sion of the Congress of Delegates. Dr. 


tainment Committee. 


> Dr. William B. Hildebrand, retiring Chairman of the ol 


Merrill Shaw, for the past three years Chairman of the 
Coumission on Education, was the delegates’ unanimous choice 
for Vice-President. New members of the Board of Directors 
elected for three-year terms are Drs. Irving Baumgartner, 


Maryland; Cyrus Anderson, Colorado; and William Sproul, 


Iowa. 
Dr. Jack DeTar, Michigan, was re-elected Speaker of the 


Congress of Delegates by acclamation. He will be assisted 


next year by Dr. James D. Murphy of Texas, Vice-—Speaker. 


> To an audience which filled the auditorium to overflowing, 
Dr. William J. Shaw announced that Drs. Marvin A. Block, 
Buffalo, New York, and Edwin A. Davis, Charleston, West 
Virginia, were winners of the M & R Awards. Their articles 


were judged by a committee of medical deans the most signif- 
icant scientific papers contributed by Academy members to 


GP during 1952. 


The glittering Jefferson Hotel ballroom was filled at 


midweek for the annual banquet which was addressed by 


Leonard Read, . President of the Foundation for Economic 
Education. In the brief induction ceremony, Dr. R. B. 
Robins received a standing ovation from the membership and 


their wives as he turned the gavel over to Dr. U. R. Bryner. 


> At its brief annual meeting following the close of the 
Assembly, the Board of Directors unanimously elected Dr. 
Ivan C. Heron, California, Chairman of the Board, and re- 
elected Dr. Holland T. Jackson Treasurer. These two, plus 
Drs. William B. Hildebrand and U. R. Bryner, compose the 
Executive Committee. Committee and commission appointments 
will be made by the Board of Directors at a meeting later 


+ 
= 


Resolutions Deplore 
ACS Criticisms 


Officers Commended 
For Annual Reports 


New Cabinet Post 
Approved by AMA 


this spring. A large amount cf official business was 
transacted by the Board in two days of meetings. 


Bu: 


Academy's headquarters building. 
Board a total of $10,000 collected for the building fund 
during the meeting. 


The State Officers Conference on Saturday preceding the 
Assembly drew several hundred interested participants. 


> During the six smoothly running sessions of the Congress 
vas focused on the incendiary 
tements made by the Executive Director of the American 
ollege of Surgeons in an article published in U. S. News 

nd World Report several weeks before the session, and which 


was interpreted by most delegates as sensationally deroga— 
tory of general practice. Unanimously adopted was a resolu- 
tion calling on state chapters of the Academy to acquaint 
their respective state medical societies with the damaging 
statements made by the College of Surgeons' spokesman and to 
transmit a report of the offending remarks to the American 
Medical Association. Another resolution on the same subject 
requests the American Medical Association to consider some 
means of avoiding repetition of similar damage to medicine's 
public relations in the future. 


spokesmen who are guilty of public and unwarranted attacks 
on the profession was referred to the Board of Directors by 
the Congress. A report on the many other important actions 
taken by the Congress of Delegates will reach all members 
soon in the official transactions. 


> An unusually efficient group of reference committees 
turned in long and comprehensive reports which received 
thorough consideration of the delegates over a period of 
three days. The Congress opened with inspirational ad- 
dresses by President R. B. Robins and Speaker J. S. DeTar, 
followed by comprehensively detailed reports from the 
Chairman of the Board of Directors, the Treasurer, and the 
Executive Secretary. The Reference Committee on Reports of 
Officers was high in its praise of the officers and commit-— 
tees for the completeness of their reports and the remark- 
able progress reported in them. 


> As predicted here last month, the AMA endorsed President 
Eisenhower's proposal for a new cabinet post at a special 
session of the House of Delegates in Washington March 14. 
Necessary approval through Congressional legislation is 
expected promptly and Mrs. Oveta Culp Hobby, FSA Administra- 
tor, is scheduled to take her seat as Secretary of Health, 
Education and Welfare within the month. Two attempts by 
President Truman to obtain approval of an identical proposal 
were defeated in the last Congress after being strongly 
opposed by the AMA. 


in addition to bringing Cabinet rank to Mrs. Hobby, the 
reorganization plan would create a new position. A 
''Special Assistant to the Secretary'' will ''review the 
health and medical programs of the department'' and advise 
the Secretary in those areas and on legislation. The 
Special Assistant is to be a recognized leader in the non- 
governmental medical field, and conjecture runs high as to 
who will fill this important post. Prominent among names 
mentioned are the Academy's own outgoing President, Dr. R. 
B. Robins, a prominent Democrat, and Dr. Franklin D. Murphy, 
Chancellor of Kansas University, a prominent Republican and 
an honorary member of the Academy. 


3 
Dr. John R. Fowler and the members of his hard-working Pe 
Mine Committee took advantage of the meeting to discuss = 
with many hundreds of doctors the committee's plans for the = 
the 
Another resolution calling for official censure of medical “a 
3 


across a specrum of Dermatoses ond 
al py f | 
egumin Creme will give that 
For your patient, you want protection against secondary 
— dries almost instantly and does not flake or rub off easi 
. its vanishing-type bland base encourages easy application. 
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The Economy of Good Growth © 
and Uncomplicated Development 


1. the preventive and therapeutic bene- 
Why more fits of optimal infant nutrition 


physicians To reduce complications in the first year of life, the 
ah: full, balanced Similac formula provides fat. protein 
and carbohydrate closely approximating, in quality 
Similac and quantity, the content of human breast milk; a 
than ever full complement of vitamins in adequate amounts; 
an adjusted mineral content; a soft, fluid curd with 
before zero tension. assuring rapid and easy digestion. 


price stability 


In the face of rising food costs, the price of Similac 
has remained relatively constant. Since 1936, evapo- 
rated milk has gone up by approximately 97 per cent, 
and whole milk approximately 104 per cent.* The 
price of Similac rose only 18 per cent in the same 
period. 


Whole Milk 104% 
Similac Powder 18% 


Percentage Price Increase Since 1936 


Since September. 1950, there has been no change 
whatever in the price of Similac as against increases 
of 19 per cent and 16 per cent for whole and evapo- 
rated milk. Today, Similac with its complete modi- 
fication and added vitamins is no more expensive 
than whole-milk feeding, and in many areas actually 
affords greater economy. 


*Wilk prices cited from U. S. Bureau of Labor Statistics Builetins. 


There is no closer equivalent to the milk of healthy, well-nourished mothers eS 


Supplied: Tins of 1 lb., with measuring cup. 


M & R Laboratories, Columbus 16, Ohio 
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N.Y.; William R. Stovall, M.D., Washington, D. C. 


Cardiac and Vascular Surgery: Alfred Blalock, M.D., Balti- 
more, Md.; Robert E. Gross, M.D., Boston, Mass. ; Gerald 
H. Pratt, M.D., New York, N. Y.; Paul C. Samson, M.D., 
Oakland, Calif. 


Cardiology: George E. Burch, M.D., New Orleans, La.; C. E. 
de la Chapelle, M.D., New York, N. Y.; Thomas M. 
Durant, M.D., Philadelphia, Pa.; William H. Gordon, 
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phia, Pa.; Wallace M. Yater, M.D., Washington, D. C. 


Chemotherapy, Antibiotics and Infectious Diseases: Paul B. 
Beeson, M.D., New Haven, Conn.; Harry F. Dowling, 
M.D., Chicago, Ill.; Harry A. Feldman, M.D., Syracuse, 
N.Y.; Maxwell Finland, M.D.; Boston, Mass.; Karl F. 
Meyer, M.D., San Francisco, Calif. ; Theodore E. Wood- 
ward, M.D., Baltimore, Md. 


Colon and Rectal Diseases: Harry E. Bacon, M.D., Philadel- 
phia, Pa.; Curtice Rosser, M.D., Dallas, Texas. 


Deficiency Diseases: Tom D. Spies, M.D., Birmingham, Ala. 


Dermatology and Syphilology: Leon Goldman, M.D., Cin- 
cinnati, Ohio; Paul A. O’Leary, M.D., Rochester, Minn.; 


Donald M. Pillsbury, M.D., Philadelphia, Pa.; Richard L. 
Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., New York, 
N. Y.; Andrew L. Banyai, M.D., Milwaukee, Wis.; Alvan 
L. Barach, M.D., New York, N. Y.; J. Arthur Myers, 
M.D., Minneapolis, Minn.; Maurice S. Segal, M.D., 
Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; A. E. 
Rakoff, M.D., Philadelphia, Pa.; E. C. Reifenstein, Jr., 
M.D., Oklahoma City, Okla.; Willard O. Thompson, 
M.D., Chicago, Ill. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: T. Grier Miller, M.D., Philadelphia, Pa.; 
Martin E. Rehfuss, M.D., Philadelphia, Pa. 


General Medicine: Arthur L. Bloomfield, M.D., San Francisco, 
Calif.; Goronwy O. Broun, M.D., Saint Louis, Mo.; J. H. 
Comroe, Jr., M.D., Philadelphia, Pa.; Harry Gold, M.D., 
New York, N. Y.; Harold Jeghers, M.D., Washington, 
D. C.; John C. Krantz, Jr., Ph.D., Baltimore, Md.; John 
P. Merrill, M.D., Boston, Mass.; William D. Paul, M.D., 
Iowa City, Iowa; Edward Weiss, M.D., Philadelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, M.D., 
Saint Louis, Mo.; L. Kraeer Ferguson, M.D., Philadelphia, 
Pa.; Willis D. Gatch, M.D., Indianapolis, Ind.; Harris B 
Shumacker, Jr., M.D., Indianapolis, Ind. 


(Continued on page 13) 


@ ANTABUSE TREATMENT OF ALCOHOLISM. By Carl Helgeson, 
M.D. A record of a general practitioner's experience with Antabuse 


Things To Come 


treatment in eighty-three cases of alcoholism. 


© CLINICAL AND RADIOLOGIC PELVIMETRY IN OBSTETRICS. 
By Marvin H. Grody, M.D. A comprehensive presentation of pelvic 


architecture and clinical and x-ray methods for measuring the pelvic 


diameters. 


© INDUSTRIAL DERMATITIS. By William H. Eyster, M.D. History, 
scope, types, diagnosis of occupational diseases of the skin, together 
with suggestions for a program of prevention. 
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° ° ° 
It is well known that carbShydradl is more wknd just a source of energy.! 
It plays ¢ an important role in the “operative” as distinguished from the 
“energy” metabolism—is a patt of the machinéry of metabolism as op- 


posed to its fuel. Sugar spares protein®; ‘prevents acidosis and ketosis; 
detoxifies and increases tissue r née to infeétion.* 


Blood glucose concentration is directly dependent upon dietary sugar 
for efficient maintenance which im turn maintains consciousness. 


Sugars, together with another physiologically valuable substance, 
CO, are the basis for all sweetened carbonated beverages, truly valu- 
able as an adjuvant in nutrition. They are pleasant, effective, economical 
dietary supplements. 


Used routinely in hospitals fos yariety of purposes, on the average 
a bottle of carbonated beverage contains 100 calories in a form rapidly 
utilizable by the body as both metabolic energy and “machinery.” 


1. Nutrition Reviews, 10:172, 1952 
2. Allison, J. B., Fed. Proc. 10:676, 1951 
3. Soskin, S. and Levine, R., Carbohydrate 
Metabolism U. of Chicago Press, 1946 


AMERICAN 
BOTTLERS 
CARBONATED 


BEVERAGES 
. 


American Bottlers of Carbonated Beverages 
WASHINGTON 6, D. C. 
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(Continued from page 11) 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Earl F. Lutz, M.D., Detroit, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Washington, D. C. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake City, 
Utah, Lowell A. Erf, M.D., Philadelphia, Pa.; George T. 
Pack, M.D., New York, N. Y.; Edith H. Quimby, D.Sc., 
New York, N. Y.; I. Snapper, M.D., New York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San Fran- 
cisco, Calif.; R. Glenn Spurling, M.D., Louisville, Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., Saint 
Louis, Mo.; J. P. Greenhill, M.D., Chicago, Ill.; Emil 
Novak, M.D., Baltimore, Md.; Ernest W. Page, M.D., 
San Francisco, Calif.; John L. Parks, M.D., Washington, 
D. C. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., Saint 
Louis, Mo.; Paul W. Greeley, M.D., Chicago, Ill.; V. H. 
Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, IIl.; 
Ralph K. Ghormley, M.D., Rochester, Minn. 


Otolaryngology: Dean M. Lierle, M.D., Iowa City, Iowa. 


Pathology: Emma S. Moss, M.D., New Orleans, La.; Harrison 
S. Martland, M.D., Newark, N. J. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; Frederic 
G. Burke, M.D., Washington, D. C.; Katharine Dodd, 
M.D., Cincinnati, Ohio; Archibald L. Hoyne, M.D., 
Chicago, Ill.; Irvine McQuarrie, M.D., Minneapolis, 
Minn.; James L. Wilson, M.D., Ann Arbor, Mich. 


Pharmaceutical Research and Development: K. K. Chen, M.D., 
Indianapolis, Ind. 


Preventive Medicine, Public Health and Statistics: Herman E. 
Hillboe, M.D., Albany, N. Y.; Edward G. McGavran, 
M.D., Chapel Hill, N. C. 


Psychiatry and Neurology: O. Spurgeon English, M.D., 
Philadelphia, Pa.; William C. Menninger, M.D., Topeka, 
Kan.; Edward A. Strecker, M.D., Philadelphia, Pa.; 
Harold Wolff, M.D., Oklahoma City, Okla.; Ian Steven- 
son, M.D., New Orleans, La. 


Radiology: Ross Golden, M.D., New York, N. Y.; Leo G. 
Rigler, M.D., Minneapolis, Minn.; Paul C. Swenson, 
M.D., Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson Brown, 
M.D., Washington, D. C.; W. Paul Holbrook, M.D., 
Tucson, Ariz.; John H. Talbott, M.D., Buffalo, N. Y. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New Orleans, 
La.; William A. Sodeman, M.D., New Orleans, La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 
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of Seborrheic Dermatitis of the scalp . . . conveniently applied 


while washing hair, then rinsed out 


An outstanding new treatment for scalp conditions ranging from mild 
dandruff to severe seborrheic dermatitis, SELSUN Sulfide Suspension 
restores the scalp to a normal, healthy condition (usually within 6 weeks) 
. .. after which scaling is kept under control with applications at 1 to 4 
week intervals. Itching and burning symptoms are relieved after only 


two or three applications. 


In clinical trials with 400 patients':* * investigators reported complete 
control in 92 to 95 percent of cases of common dandruff, and in 81 to 87 


percent of all cases of seborrheic dermatitis. In these studies, SELSUN 
often proved effective in cases where other medications had been un- 


successful. 


Applied and rinsed out during the patient’s hair washing routine, 
SELSUN is convenient to use, leaves the scalp clean and odorless. Toxicity 
studies! show there are no ill effects from external use as recom- 


mended. Supplied by pharmacies in 4-fluidounce bottles, 
SELSUN is dispensed only on the prescription of a physician. 


References: 


1. Slinger, W. N., and Hubbard, D. M. (1951), Arch. Dermat. & Syph., 64:41, July. 
2. Slepyan, A. H. (1952), Ibid., 65:228, February. 
3. Ruch, D. M. (1951), Communication to Abbott Laboratories. 
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Just 3 IRONATE capsules per day provide: 


Ferrous Sulfate, Dried. . . . . . 681 mg. 
Copper (as copper sulfate). .. . 3mg. 
Vitamin B, (thiamine hydrochloride) 15 mg. 


Vitamin B, (riboflavin) ..... 6 mg. 
Vitamin (pyridoxine hydrochloride) 3 mg. 
Vitamin B, 2 (crystalline) 


VITAMINS etn Vitamin C (ascorbic acid) 
Folic Acid 
Calcium Pantothenate 
Niacinamide ........ 
Liver, Desiccated, N.F. . . . 
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John L. Emmett, M.D., 


consultant in Urology at the Mayo Clinic, Rochester, Minnesota, Dr. Emmett is also associate 
professor of Urology at the Mayo Foundation, Graduate School, University of Minnesota. He 
serves as consulting urologist to St. Mary’s and Colonial Hospitals, Rochester. Among other 
medical affiliations, he is a member of the American Board of Urology, the American Urological 
Association, and the American Association of Genito-Urinary Surgeons. 


O. Spurgeon English, M.D., 


is professor and head of the Department of Psychiatry at Temple University Medical School 
and Hospital, Philadelphia. He is also associated with and teaches courses in the Departments 
of Psychology and Theology. Dr. English attended the University of Maine and then entered 
Jefferson Medical College, graduating in 1924. Following an internship at Jefferson Medical 
College Hospital, he did special work in Psychiatry at Harvard University and at psychiatric 
clinics in Vienna and Berlin. Dr. English also serves as director of the Philadelphia Psycho- 
analytic Institute. 


W. Proctor Harvey, M.D., 


assistant professor of medicine, Georgetown University Medical School, Washington, D.C., 
has been affiliated with this school and with the hospital staff since 1950. Dr. Harvey, a 
graduate of Duke University School of Medicine, served his internship at the Peter Bent 
Brigham Hospital, Boston, and has held the following positions at this hospital: assistant in 
medicine, senior assistant resident, and senior resident. He was a Research Fellow in Medicine 


at Harvard Medical School from 1946 to 1948, 


James R. Jarvis, M.D., 


is engaged in general practice and part-tuume anesthesiology in Van Wert, Ohio. He is a staff 
member of the Van Wert County Hospital and the Lima Memorial Hospital. Dr. Jarvis was 
graduated from George Washington University School of Medicine, Washington, D.C., in 
1931. Following an internship at White Cross Hospital, Columbus, he took residency training 
at Reading Hospital in Pennsylvania. Dr. Jarvis is a member of the board of directors of the 
Ohio chapter, American Academy of General Practice. 


Irving L. Sperling, M.D., 


is chief of the Arthritis Clinic, Regional Office, Veterans Administration, Newark, New Jersey, 
and associated with the arthritis service and clinic of New Jersey Orthopedic Hospital, Orange. 
Dr. Sperling received his B.S. degree from the University of Michigan and his M.D. from New 
York University College of Medicine. He served a rotating and medical internship at New 
Jersey Beth Israel Hospital, Newark. During World War II, Dr. Sperling was with the Army 
Medical Corps. He has contributed numerous articles on rheumatic diseases to medical publi- 
cations. 
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for the relief of tension 
and associated pain and 
spasm of smooth muscle 


a threefold action is provided by 


Trasentine-Phenobarbital 


(Adiphenine Ciba) 


1. Phenobarbital provides sedation and eases tension 
without the greater hypnotic effect of more potent 
barbiturates. 


2. Trasentine relieves gastrointestinal pain by exert- 
ing a direct local anesthetic effect on the mucosa. 


3. Trasentine relaxes spasm through a papaverine- 
like effect on smooth muscle and an atropine-like effect 
on the parasympathetic nerve endings. 


Prescribe Trasentine-Phenobarbital for nervous ten- 
sion and gastrointestinal disorders in which psycho- 
somatic factors are dominant. Each tablet contains 50 
mg. Trasentine hydrochloride and 20 mg. phenobar- 
bital. Bottles of 100 and 500. 


Ciba 


Ciba Pharmaccutical Products, Inc., Summit, New Jersey 
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PROGYNON-B 


The menopausal patient with severe estrogen deficiency 
symptoms — the so-called “difficult case” — requires large 
doses of the natural hormone, estradiol, for ameliora- 
tion of symptoms. Procynon-B® (Estradiol Benzoate 
U.S.P.) supplies the primary ovarian hormone in 

high potency for speedy relief. Injected intra- 
muscularly, it initiates dramatic improvement 

rapidly and converts the difficult case to an 

easy one. Concentrations as high as 3.33 

mg. per cubic centimeter (200,000 


1.U.) are available for treatment of Seleting conronanione> 


these so-called “difficult cases. NEW 


In Canada: SCHERING CORPORATION, LTD., MONTREAL 
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oral penicillin PERMAPEN 


which can ORAL SUSPENSION 
be given 


Palatable, easy-to-take peach- flavored 
Permapen Oral Suspension will maintain 
constant demonstrable blood levels of 
penicillin in most patients when just one 
teaspoonful is given every eight hours. 
These blood levels are independent of the 
relation of dosage to meals — in fact, 
Permapen may be given with meals with- 
out loss of efficacy. 


with meals 


Supplied: 2 fi. oz. bottles, 300,000 units 
per 5 cc. teaspoonful. 


Permapen 


(BRAND OF DIBENZYLETHYLENEDIAMINE DIPENICILLIN G) 


intramuscular PERMAPEN 


penicillin AQUEOUS SUSPENSION 
which gives 
Free-flowing, easy-to-give Permapen 
Aqueous Suspension can eliminate the 
blood levels Streptococcus carrier state in most rheu- 
matic fever patients because just one 
injection will produce demonstrable blood 
levels in almost all patients for 14 days 
or longer—levels prolonged far beyond 
those attainable with other penicillin 
compounds. 


most prolonged 


Supplied: In sterile, single-dose dispos- 
able Steraject* cartridges, 
600,000 units each, with foil- 
wrapped, sterile needle. 


# TRADEMARK, CHAS. PFIZER & CO., INC. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC. 


BROOKLYN 6. N.Y. 
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Yours Cruly... 


The Greeks Had a Word for It 


Dear Dr. Hussey: 

As a fisherman for words to be considered for inclusion 
in the American Illustrated Medical Dictionary, I wish to ob- 
ject to the word “Homitis,” introduced in the October, 1952 
issue of GP as a term for “painful shoulder.” 

The Greek word for shoulder is ®vos, which, with the 
mark ‘’” indicating the absence of aspiration, should be 
transliterated “omos.” See, for example, omocephalus, 
omoclavicular, omodynia, etc. Why shouldn’t the term 
**omodynia,” already used to indicate “‘pain in the shoulder,” 
even in Webster’s Unabridged Dictionary, be adequate for 
the condition of “painful shoulder,” without the erroneous 
invention (on two counts: (1) shoulder is not homos, and 
(2) the condition is not inflammatory) of “homitis”’? 

Miss Jean Hustep 
Editorial Department 


W. B. Saunders Company 
Philadelphia, Pennsylvania 


Mr. Paul L. Garvin 
Georgetown School of Linguistic Studies 
Washington, D.C. 


Dear Mr. Garvin: 

Confirming our telephone conversation of Tuesday after- 
noon, I am forwarding you the letter which was received 
by Dr. Hugh Hussey, Medical Editor, GP. I am enclosing 
a reprint of the article containing the controversial term. 

As I mentioned on the telephone, Mr. Ross Macdonald 
had suggested the term “thomitis” some months ago, and 
it was at his suggestion that I included it in the article. 

I would appreciate any comment you have since Dr. 
Hussey has asked me for an appropriate reply to Miss 
Husted. 

Darrett C, Crain, M.D. 
Washington, D.C. 


Dear Dr. Crain: 

I have consulted several of my colleagues who are well 
versed in ancient Greek, and they all agree that Miss Hus- 
ted’s point is well taken, provided she is right also in regard 
to “painful shoulder” not necessarily being inflammatory. 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 
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If it is an inflammatory condition, then the logical term would 
be omitis (without the A). 
Paut L. Garvin 


Georgetown School of 
Linguistic Studies 
Washington, D.C. 


Dear Dr. Hussey: 

Not being a Greek scholar, I simply used the name that 
was suggested to me by Mr. Macdonald, and it seems he was 
probably wrong. However, most of these things do pass 
through an inflammatory stage. Certainly, anyone who has 
had an acute calcific tendinitis will readily admit that it is 
inflammatory in nature. 

Maybe we should compromise for “omitis.” 

Darrewt C. Crain, M.D. 
Washington, D.C. 


Oh, my!—Eb. 


A G.P. Questions Military Equality 


Dear Sir: 
I recently completed a 22-month tour of duty with the 
army. I served in combat in Korea and in a camp in the 
States. I thought you might be interested in my views of 
army service and how it affects the general practitioner. 

Let me state now that the assignments given the general 
practitioner in the army are military necessities and are 
positions that must be filled by physicians. The general 
practitioner in the army receives all the combat duty (bat- 
talion aid stations) assignments, field training assignments, 
and runs the dispensaries where he holds sick call. He is 
locked out of the hospitals almost 100 per cent. This experi- 
ence for young general practitioners just out of their intern- 
ship can have only one effect, and that is to encourage them 
to specialize. 

Furthermore, more and more young physicians will be 
able to specialize after serving in the army, as they have the 
financial benefits of the Korean G. I. Bill. Military service for 
the general practitioner who has been in practice can only 
(Continued on page 23) 
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Bronchia 


Asthma 


Severe bronchial asthma can now be 
treated in the home and in the office 
with a degree of success similar to that 
obtained with hospital care. Improve- 
ment is prompt and dramatic. Neither 


* the patient’s age nor the chronicity of 
| p At T I AR WH the asthmatic condition detracts from 
the efficacy of ACTHAR treatment, 


aaa iat ti which has stood the most severe of all 
Advantages tests of usefulness—the requirements of 
the general practitioner. The use of the 
disposable cartridge syringe—an im- 


Administered as Easily as Insulin: 
Subcutaneously or intramuscu- 


larly with a minimum of dis- mediately available form of HP* 
comfort. ACTHAR Ge/—can be a life-saving 
Fewer Injections: measure in the medical emergency 
One or two doses per week in which suddenly arises in the course of 
long-standing ‘“‘intractable’’ asthma. 
Rapid Response, Prolonged Effect: HP*ACTHAR Gel has demonstrated 
Ge its superiority over customary measures 
tage of sustained action over 
prolonged periods of time with in many instances of bronchial asthma, 
the quick response of lyophilized and has brought about gratifying re- 
ACTHAR. missions lasting as long as 18 months. 
Much Lower Cost: 
Recent significant reduction in 
price, and reduced frequency of *Highly Purified. ACTHAR® is The Armour 
injections, have advanced econ- Laboratories Brand of Adrenocorticotropic 
omy of ACTH treatment. Hormone—ACTH (Corticotropin). 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY «+ CHICAGO 11, ILLINOIS 
world -wide by 
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(Continued from page 21) 
mean a complete loss of contact with the clinical medicine 
that he has practiced so well. 

I hope that your organization will try to bring enough pres- 
sure on the Armed Forces Medical Council to assure the 
general practitioner of at least an even break in practicing a 
little clinical medicine during his term of military service. To 
do this would necessitate some of the specialists doing 
military tasks and practicing military medicine. 

The army must be made aware of the fact that general 
practitioners are not the only doctors capable of practicing 
military medicine. 

The present policy of placing all the specialists in hos- 
pitals and leaving all the military medicine to the general 
practitioners, means that the general practitioner makes all 
the medical sacrifices in the army, while the specialists con- 
tinue on their merry way of furthering their experience in 
medicine. 

Regular army physicians, too, should be given experience 
in military medicine and only after they have gained this 
experience should they be given military specialist training. 
The present policy of training regular army physicians in 
a medical specialty only, and not giving them basic field 
and combat experience, will result in a regular Army Medical 
Corps that knows nothing of the problems of field medicine. 

Their training should be well rounded, and regular army 
physicians should realize that first and foremost they are 
military physicians and only secondarily are they medical 
specialists. Instead, the reverse is now practiced by the army. 

James F. Hout, M.D. 
Watertown, Massachusetts 


The Surgeon General’s office has assured the A.A.G.P. that 
general practitioners and specialists are accorded equal privi- 
leges and rank appropriate to their professional qualifications. 
This officer questions, it seems, that this policy is strictly ad- 
hered to in the field—PuBLISHER 


Pertinent Questions 


Dear Sir: 

In the past few months, I have become acquainted with GP 
for the first time, and I consider it one of the most helpful 
and interesting journals I have read. I understand that the 
yearly subscription rate for interns is $5, and I am enclosing 
a check for this amount for my first year’s subscription. 

Since my recent graduation from medical school at the 
University of Tennessee, I have spent considerable time try- 
ing to decide what my future in medicine should be. I 
believe now that general practice will give me the most satis- 
faction, so I am trying to plan my future training with that 
in mind. 

As GP is the official journal of the American Academy of 
General Practice, I hope that you can answer the following 
questions for me, or refer me to someone who can. 

I would like to know something of the history and pur- 
pose of the A.A.G.P., as well as its plans for the future. If 
you could send me a copy of the Constitution and By-Laws, 
I would like to read them. What are the requirements for 
membership and the steps in becoming a member? Has the 
A.A.G.P. any official role in the approval of and the require- 
ments of the training program of general practice residencies 


(Continued on page 25) 
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60 years, Freeman has developed a line of surgical supports from which you can 
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for its purpose, quality in its construction and comfort for the wearer. ; 
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supportive and conservative measures in any required —— up to almost com- 
plete immobilization. This type of support has been foun 
be worn comfortably whether sitting, standing or lying. In addition to correct 
design and quality construction Freeman supports embody many advancements 
and improvements. Linings and stay covers are cushioned for comfort and side- 
laced back supports have a new and exclusive self-smoothing, non-wrinkle fly. 
Mail coupon for details of Freeman quality features and free copy of pocket- 
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(Continued from page 23) 

which have recently been set up in many hospitals? Has any 
attempt been made to standardize these programs in differ- 
ent hospitals? Does completion of a general practice resi- 
dency bring any official recognition from the A.A.G.P. or 
any other official accrediting agency (i.¢., is it analogous to 
completion of a residency in surgery or medicine)? Do you 
know of any instances in which completion of a general 
practice residency aided in obtaining staff membership in 
hospitals, and if any special privileges in surgery or other 
fields were allowed because of such training? 

Any information you can give me concerning these ques- 
tions will be appreciated. At present, I am interning at 
Shreveport Charity Hospital, but am undecided about what 
to do next year. As you can see from my questions, I am 
interested in the idea of a general practice residency and am 
trying to find out something about this program. 

James A. Burpetrte, M.D. 
Shreveport, Louisiana 


Our appreciation to Dr. Burdette for his thoughtful letter. 
We have sent along a number of booklets and reprints which 
should answer the questions he has raised. However, we should 
like to repeat here that the American Academy of General 
Practice, like specialty societies, works with and through the 
American Medical Association on approval programs in educa- 
tion. General practice residencies are set up and approved just 
like specialty residencies and meet A.M.A. residency standards. 
Two members of the Academy serve on the A.M.A.’s Joint Com- 
mission on Accreditation of Hospitals. Because much of the 
program for improved training in general practice is relatively 
new, it needs the full support of all general practitioners, if 


rapid progress is to be made. Letters like this from Dr. Burdette 
encourage us in our feeling that such progress is possible.— 
PUBLISHER 


Kind Words from M & R 


Dear Sir: 

Our congratulations for your Award from the American 
Institute of Graphic Arts. We are happy that so well quali- 
fied a judge has corroborated our evaluation of your fine 
iournal. 

Jj. E. Jerrries 
Advertising Manager 
M & R Laboratories 
Columbus, Ohio 


Our thanks to Mr. Jeffries and M ¢& R Laboratories for 
their interest and good wishes.—PUBLISHER 


Contented Author 


Dear Sir: 

I wish to acknowledge with thanks the check of one hun- 
dred dollars for my article “Clinical Significance of Defec- 
tive Clotting” which appeared in the December issue of GP. 

I can assure you that the article has afforded me other 
satisfaction in addition to the generous honorarium. It was 
fun writing the article because it was a challenge to try to 
reduce a complicated subject to simple yet precise terms 
suitable for meeting the needs of the general practitioner. 


(Continued on page 143) 
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Continuous Acid Neutralization 


in Peptic Ulcer 


Comparable to Drip Therapy 


but free from its inconvenience 


and its difficulties 


1. Douthwaite, A. H., and Shaw, A. B.: 
The Control of Gastric Acidity, Brit. 
M. J. 2:180 (July 26) 1952. 


2. Deuthwaite, A. H.: Medical Treatment 
of Peptic Ulcer, M. Press 227:195 (Feb. 
27) 1952, 
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GASTRIC ANALYSIS. Superimposed gruel fractional 
test-meal curves of five patients with peptic ulcer. 


ae neutralization of the gastric con- 
tents, the sine qua non of successful peptic 
ulcer therapy, is conveniently and effectively 
achieved with Nulacin tablets. 

Placed between the gum of the upper jaw 
and the cheek, and allowed to dissolve, the 
Nulacin tablet slowly releases its acid-combin- 
ing ingredients. Thus its maintained antacid 
effect is comparable to that of continuous 
intragastric drip, but is free from the dis- 
advantages and inconveniences of the latter." 

Highly palatable and providing only 11 cal- 
ories, each Nulacin tablet is prepared from 
milk combined with dextrins and maltose and 


incorporates: 
Magnesium trisilicate 3.5 gr. 
Magnesium oxide 2.0 gr. 
Calcium carbonate ........ 
Magnesium carbonate .........- 0.5 gr. 
Ol. menth. pip... 


GASTRIC ANALYSIS. Same patients, two days later, 
showing the profound and sustained neutralizing effect of 


The efficacy of these antacids is enhanced 
manyfold by the unique method of administra- 
tion employed in the form of Nulacin.? 

The Nulacin tablet is lozenge-shaped for 
convenient retention in the buccal sulcus, and 
of proper hardness to avoid too rapid disin- 
tegration. 

For the treatment of active ulcer, the patient 
should be instructed to suck Nulacin tablets, 
two or three every hour, beginning one-half to 
one hour after each meal. 

During quiescent periods, the suggested 
dose is two tablets between meals, beginning 
half an hour after each meal. The efficacy of 
the tablet is greatly reduced if it is chewed 
and swallowed. 

Nulacin is available in distinctive prescrip- 
tion-label tubes of 25 tablets at all pharmacies. 


Horlicks Corporation 
DPharmacentical Liviitom 
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‘Homicebrin’ now provides six essential vitamins in 
a smooth, palatable, homogenized mixture. 
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Each 5 cc. contain: 
Vitamin A (Palmitate) 3,000 U.S.P. units 
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Editorials 


Report on General Practice 


Tue outstanding event in medical affairs last year 
came with the release of the Magnuson report to 
the President on December 18. In this issue GP is 
publishing the full report by the authors of the 
section on general practice, together with the 
Commission’s recommendations concerning this 
aspect of medical care. 

As reported in the Secretary’s Newsletter in GP 
immediately following release of the report, two of 
the ten basic principles evolved by the commission 
are of particular interest to general practitioners. 
One is that the physician-patient relationship is so 
fundamental to health that everyone should have a 
personal physician. The other is that every phy- 
sician should have access to proper facilities and 
equipment including affiliation with a hospital. 
These principles are fundamental to general prac- 
titioners and constitute the basis upon which the 
American Academy of General Practice was or- 
ganized. 

The Academy’s objectives are to improve the avail- 
ability of comprehensive medical services through 
education of both the profession and the public. 
The President’s Commission has pointed out that 
responsibility for health is a responsibility of the 
individual citizen, the medical profession, and 
agencies of society, including government. The edu- 
cation of people to place a higher priority on services 
of a family doctor is an important factor in attaining 
and maintaining health, and that education is a re- 
sponsibility of society as well as the profession. 

The Commission recommends a further increase 
in the production of physicians and found that med- 
ical schools need support from Federal funds. This 
may well constitute one of the most controversial 
aspects of the final report with the American Med- 
ical Association firmly opposed to the use of Fed- 
eral funds for aid to medical schools. 

Another objective of the Academy which is dis- 
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cussed in the Commission’s report is an improved 
working relationship between the general physician 
and the specialist. A better understanding of the 
part each physician plays in the care of the total 
patient is accomplished if general physicians and 
specialists are affiliated in their community hospi- 
tal. There must be recognition by the specialists of 
the services a family physician performs through 
long and irregular hours of duty devoted to his 
patients. 

The Commission points out that when a special- 
ist, working regular hours, charges fees many times 
greater than that of the general physician referring 
the patient, there are some very strong incentives 
for fee-splitting or for the general physician to de- 
lay in referring a patient. Here is a situation where 
the specialists, particularly the surgical groups, 
might evolve some constructive solution instead of 
merely inveighing against the evils of fee-splitting. 

One aspect of the Commission report bound to 
evoke some controversy is the emphasis upon the 
superiority of group versus solo practice. Its rec- 
ommendations must be considered in the light of 
economic truth. Group practice will grow only if it 
demonstrates definite economic as well as scientific 
advantages for both physicians and patients. 

Of outstanding interest to organized medicine is 
the Commission’s espousal of voluntary prepayment 
plans as the solution of the financial problems of 
sickness and its omission of any discussion of com- 
pulsory health insurance. 

It recommends that the present prepayment plans 
be expanded, that payroll deduction be permitted 
for government employees, and that a Federal-State 
program be established to assist in financing the 
program. A single state agency would be respon- 
sible for using Federal and State funds to pay pre- 
miums in a prepayment plan for Social Security 
beneficiaries and for persons on relief. Some mech- 
anism would also be established to pay all or part 
of the premiums for low income groups not receiv- 
ing other public assistance. 
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The proposal that Social Security funds be used 
to pay insurance premiums for Old Age and Sur- 
vivor’s Insurance beneficiaries raises the sharpest 
issue of any section in the long report. The Com- 
mission will find it difficult to support this recom- 
mendation in face of the fact that what the govern- 
ment pays for it will control. 

The AMA, representing all organized medicine, 
has already expressed its unqualified disapproval of 
this proposal. Any effort to translate this particular 
section of the commission’s report to legislation in 
the present Congress will encounter implacable op- 
position from organized medicine. 


Unusual Patterns of Arteriosclerosis 


Some of the symptoms of peripheral arteriosclerosis 
are likely to be confusing simply because they are 
unfamiliar. One example is the syndrome that re- 
sults from thrombosis of the terminal portion of the 
aorta. In Surgery, Gynecology and Obstetrics for Oc- 
tober, 1952, Theis has reviewed his experience with 
twenty-nine examples of this syndrome. 

Almost all of the patients were less than 60 years 
old when symptoms began. The onset was insidious 
in 90 per cent, and patients often had had symptoms 
for several years before their trouble was diagnosed. 
Intermittent claudication was a primary complaint 
in all but two cases, and fatigability of hip and thigh 
muscles was common. 

Localized obstruction of the terminal portion of 
the aorta could be suspected when, in spite of 
absence of pulsations in the extremities, skin tem- 
peratures of the toes and feet were normal or be- 
came normal in response to vasodilator tests. Ab- 
sence of this finding indicated occlusion of collateral 
channels or of the peripheral arteries. 

Patterns even more atypical for peripheral arterio- 
sclerosis were reported by Edwards in the New Eng- 
land Journal of Medicine for October 23, 1952. He 
strongly advocated auscultation of arteries, because 
in his experience about half the patients with this 
disease have a rough systolic murmur over a femoral 
or an iliac artery. He noted that disappearance of 
such a murmur signified that arterial obstruction 
had become more complete and ischemia more pro- 
nounced. 

Edwards also called attention to syndromes of 
ischemia in circumscribed arterial territories. He 
showed examples of localized skin necrosis on a leg 
or foot in patients in whom major arterial pulses 
were all right. Then there were instances of muscle 
atrophy, contracture, or even necrosis resulting 


from local obliteration of arterial supply. Special 
examples included (1) obstruction of the hypo- 
gastric artery with resultant claudication, pain and 
atrophy in muscles of the back and hip, (2) occlu- 
sion of the deep femoral artery with similar effects 
in the adductor muscles of the thigh. 

Finally Edwards mentioned the special prevalence 
of venous thrombosis in patients having arterio- 
sclerosis of the legs. In this connection he cited the 
occasional precipitation of gangrene as a result of 
venous thrombosis in a limb already having an en- 
feebled arterial flow. 

All of these unusual arterial syndromes have 
special interest because they may guide the phy- 
sician to selection of treatment that will not only 
improve the immediate condition but may prevent 
the development of an even more incapacitating 
condition. Good results are obtained from sympa- 
thectomy in many cases of peripheral arteriosclero- 
sis. In addition, however, surgeons are advancing 
their techniques all the time. They are reopening 
occluded arteries (thromboendarterectomy) or re- 
placing them by vein graft or with a by-passing op- 
eration. These and other therapeutic possibilities 
provide a strong incentive for physicians to be es- 
pecially alert in diagnosis. 


Is Deductible Insurance the Answer? 


We're told that a lot of American families are find- 
ing it hard to keep the medical wolf from the door. 
According to a study made by the Board of Gov- 
ernors of the Federal Reserve System, assisted by 
the University of Michigan’s Survey Research Cen- 
ter, 10,200,000 of the 53,100,000 families in the 
United States are today faced with unpaid medical 
bills of one kind or another. 

Most of those concerned with the problem feel 
that the best solution will be found in extension of 
present voluntary prepayment plans. The report of 
The President’s Commission on the Health Needs 
of the Nation states that the principle of prepaid 
health services should be accepted as the most feasi- 
ble method of financing the costs of medical care, 
and that present prepayment plans should be ex- 
panded to provide as much health service to as 
many people as they can. Mrs. Oveta Culp Hobby, 
new Federal Security Administrator, has said she 
agrees with President Eisenhower’s statement that 
“the answer is to build on the system of voluntary, 
nonprofit insurance plans which our people have 
already developed at an amazing rate.” 

But can attention be directed to a slightly dif- 
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ferent type of insurance coverage? When the Federal 
Reserve figures are more closely scrutinized, it be- 
comes apparent that of the 10.2 million medically 
indebted families, nine million have debts running 
only from one dollar to two hundred dollars. While 
any unpaid bill is a nuisance, it is certainly feasible 
for the average family to cope with a debt of that 
size. More serious attention should be directed to 
the other 1.2 million families whose medical in- 
debtedness runs from $200 to more than $1,000. 

Our thought is that if only 1,200,000 families owe 
more than $200 for sickness, the most practical in- 
surance plan would be of the deductible type. This 
would provide adequate coverage for catastrophic 
illnesses (whose costs may run beyond the means of 
all but the very wealthy), with the insured to pay 
the first two hundred dollars. Almost anyone can 
manage that amount, although larger bills often be- 
come an insurmountable problem. With insurance 
of the deductible type, cost of protection against ex- 
pensive illnesses can be within the reach of every- 
one. 


Surgeon, Spare That Uterus 


How many hysterectomies are unnecessary? Al- 
though this question has interested many physi- 
cians, few have taken the trouble to find an accurate 
answer. In the Journal of the American Medical As- 
sociation for January 31, 1953, Doyle reported on his 
attempt. He surveyed the data in 6,428 hysterec- 
tomies performed in 1948 at thirty-five private hos- 
pitals. The results were shocking. 

There were 2,458 cases (almost 40 per cent) in 
which study of the records showed reasons of vari- 
ous kinds for criticizing the operation. The bulk of 
these were cases in which further observation and 
more conservative treatment or a less definitive 
surgical procedure was indicated. Moreover, there 
were 144 instances of hysterectomy for a diagnosis 
in which that operation was contraindicated, and 
there were 788 operations in which no lesions or re- 
laxations were found. In this latter group were 548 
patients who underwent operation because of pain 
alone, or backache, or who had no symptoms at all. 

There were strange extremes of surgeons’ be- 
havior. Thus, there were many patients whose pre- 
operative diagnosis suggested a need for careful 
studies to discover cervical or fundal carcinoma. Yet 
such studies were seldom done, although cancer 
“consciousness” was evident from the fact that a 
preoperative diagnosis of cancer of the reproductive 
organs was made (usually wrongly) in 370 other 
instances. 
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There was great variation in experiences at 
hospitals that participated in Doyle’s survey. For 
example, he stated: “Only 5.2% of the 57 cases re- 
ported by hospital X could be criticized. . . . The 
proportion of questionable hysterectomies rises 
precipitously to 83.7% of the 166 cases reported by 
hospital W.” 

Doyle mentioned that the results of his investiga- 
tion showed some improvement over those obtained 
in a similar study made three years earlier by an- 
other author. It might be argued, therefore, that 
Doyle’s findings for the year 1948 do not reflect 
present-day policies regarding hysterectomy. Al- 
though there may have been some further improve- 
ment, it is doubtful that an up-to-date survey would 
give much reason for complacency. 

There is no avoiding the thought that some sur- 
geons are too ready to remove the uterus. Some- 
times this may be because, in all sincerity but with- 
out real justification, they expect too much of this 
operation. It never has sufficed as a method for re- 
lieving vague female ills. Other times, surgeons may 
do a hysterectomy purely for reasons of expediency. 
Then there is the woman-patient’s part in the prob- 
lem—her strange passivity or even willingness to 
sacrifice this part of her body. If the record for this 
operation is to be improved, hospital discipline and 
surgeons’ and patients’ education need reorienta- 
tion. 


Are Juveniles Delinquent? 


ALL of us are concerned with the problem of juvenile 
delinquency, for two prime reasons: there is more of 
it than ever, and the juvenile delinquents of today 
are the criminals of tomorrow. These thoughts were 
ably developed by John J. Connelly, presiding jus- 
tice of the Boston Juvenile Court, when he talked 
about juvenile delinquency at the fall clinical assem- 
bly of our Massachusetts chapter last September. 
His address was later published in the New England 
Journal of Medicine for January 1, 1953, and is 
recommended reading for those who did not get to 
hear him. 

Justice Connelly labeled public apathy and ignor- 
ance as the greatest causes for delinquency. Too 
many people fail to recognize that they are person- 
ally concerned with the problem. They tolerate or 
disregard inadequacies in treatment and research 
that they would never countenance for a physical 
sickness like poliomyelitis or tuberculosis. Yet the 
sicknesses of the soul that lead to juvenile delin- 
quency and adult criminality are just as contagious 
and even more costly to our Nation. In their attitude 
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toward juvenile courts, many citizens actively foster 
delinquency. Thus they look upon the court “‘as a 
place of last resort, rather than a place of hope and 
help.” Justice Connelly compared this attitude to 
“fa point in the development experienced in medi- 
cine years ago in the reluctance of people to admit 
the presence of tuberculosis or insanity in members 
of their immediate families, who were therefore not 
referred for treatment until the acute and hopeless 
stages.” 

The speaker offered a general plan of attack upon 
delinquency. For the offending children he recom- 
mended the use of appropriate measures to insure 
that they understand their offenses plus the adop- 
tion of methods for removal of causes of delinquency. 
Obviously such prophylaxis would be largely the 
responsibility of adults. 

In that latter connection Justice Connelly called 
for enlistment of ‘‘the help of the home, the school 
and the church, and other contributing forces that 
constitute the bulk of a child’s environment.” In 
this list, home came first—and intentionally—be- 
cause the primary burden of responsibility belongs 
to the family. The speaker cautioned, “It is the 
spirit of loyalty engendered in a well ordered home 
that is translated in later life into service and suc- 
cessful citizenship.” 

In speaking of school and church, the judge at- 
tacked some of the policies of “so-called progressive 
education”—called for “more rigid control and less 
‘freedom’, ‘self-expression’, and ‘natural develop- 
ment’ ” in educational methods—warned that “‘a 
child without an active church affiliation is deprived 
of an additional safeguard, an extra oasis of contact 
and strength.” Special notice was served to some 
groups—the theater, the newspaper, the radio, tele- 
vision—that they are guilty of harmful inconsisten- 
cies in the sights and sounds they present for 
children. 

Through all this, it seems apparent that we are 
concerned as well with a problem in semantics. It is 
not after all the children who are delinquent (‘‘fail- 
ing in duty”); it is the adults. When we speak of 
juvenile delinquency, we really mean juvenile misbe- 
havior resulting mainly from adult delinquency. 

Near the end of his address, Justice Connelly had 
this to say: 

“Children will always bear the mystifying trade- 
marks that often defy one’s best efforts to under- 
stand them and to rear them properly. Their lack 
of judgment, thoughtlessness, contrariness and 
selfishness are inherent traits in the growing-up 
process. Guiding them to successful maturity is the 


greatest challenge in life. In normal times the task is 
not easy; in times of crisis it is most difficult.” 

These are thoughts worth keeping, but if we re- 
member from the judge’s address nothing more 
than its challenging title, something will be gained: 
children are not expendable. 


Research Activities in Medical Schools 


Ir you keep your ear to the ground or step into a 
general hospital staffroom at an opportune time, 
you are likely to hear rumblings and grumblings of 
dissatisfaction with research activities of medical 
schools. 

Since the schools are continuing to turn out 
competent physicians, they can hardly be criti- 
cized for neglecting clinical teaching. Rather, the 
criticism seems to originate in lack of sympathy for 
any medical venture that (1) costs a lot of money 
and (2) has no obvious practical value. 

Of course when research is strictly utilitarian, it 
has wider appeal. Everyone then agrees that it has 
advantages, may indeed be indispensable, and 
should be encouraged. 

But, where nonutilitarian research is concerned 
—inquiry into obscure phenomena just for the sake 
of inquiry—it is easy to understand our tendency 
to be contemptuous. 

It could be argued that such inquiries do not de- 
serve our disdain, that they are valuable because oc- 
casionally one of them reveals data of great practical 
importance—accidental utilitarianism, if you will, 
like the early experiments with penicillin. However, 
this argument is answerable with hard facts and fig- 
ures, and it is not an important consideration in any 
event. Dr. Eugene A. Stead has a better argument to 
support research for its own sake. 

In his presidential comments at the annual meet- 
ing of the Southern Society for Clinical Research 
last January, Dr. Stead named a more important 
function of activities in medical school laboratories, 
when he emphasized that their chief product is not 
useful facts but useful people. He looks to pure re- 
search for its impact upon thinking more than for its 
immediate effect upon medical practice. 

Viewed in this way, research activities in our 
schools are no cause for rumblings and grumblings. 
This research is an integral part of the educational 
function. It is more than a diverting mental exercise, 
sometimes accidentally utilitarian. It is a vital meth- 
od of progress. It deserves our protection, approval, 
and support, because its products speak for them- 
selves. 


GP « Volume Vil, Number 4 


e 


Guest Editorial. . 


Durinc the financial depression of twenty-odd years 
ago, a few of us undertook to survey roughly its ef- 
fect on specialism in medicine. Of course, exact data 
were not obtainable. But we estimated that physi- 
cians practicing exclusively cardiology in the United 
States were certainly under a dozen. Naturally we 
eliminated the young men who might be working in 
hospitals on heart problems but who would not be 
regarded as of specialist stature. I suspect that at 
the present time the number of cardiologists, by 
any reasonable criterion, would be in the hundreds. 

These observations are further buttressed by 
many incidents of other so-called specialists who 
either retreated from the specialty or gave up the 
practice of medicine. I dwell on this because it is my 
belief that specialism to a great extent depends upon 
the formula of supply and demand. In hard times, 
the public tends to omit what it regards as luxuries. 
And the contrary is true when times are prosperous. 
In other words, specialism in medicine is controlled 
by the public more than by doctors themselves. 

Of course, I grant that the last man who knew all 
about medicine died sometime ago. I’ll grant too that 
this is the era, or heyday if you will, of specialism. 
We may define specialism as knowing more and 
more about less and less. Perhaps we have already 
arrived at the time when there are specialists in the 
QRS complex of the electrocardiogram. I do not 
know. But certainly there are specialists in electro- 
cardiography. I have always been curious of the fate 
of the medical officer in World War II, who told the 
general, who wanted first aid for a cut hand, that he, 
the medical officer, knew only electrocardiography 
and nothing else. I happened to have been talking 
with one of the great clinicians of yesterday, when 
he was called to the telephone. In that day he was 
generally consulted when prominent people were 
seriously ill. But the era was changing, because the 
person who called him to the telephone wanted to 
know if he were exclusively a heart specialist and, 
as he was not, whom did he recommend? 

Of course, there are a good many factors oper- 
ating in these changes. Important among them is 
better communication. With better communication 
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The General Practitioner and the Specialist 


has come the growth and development of hospitals 
and clinics. And probably of the greatest importance 
of all are the prodigious advances in medicine. So 
much more can be done for patients nowadays. Wit- 
ness the extraordinary fall in morality. Not too long 
ago, I was alerted, as the saying goes, by a very 
capable physician in a city not very far away. The 
doctor was taking the patient to the local hospital. 
He called me up later to say that x-ray and blood 
examination showed that the patient only had lobar 
pneumonia and all was well, and no need for a con- 
sultation. That I regard as a very happy and a very 
auspicious outcome. 

I agree that all this puts a terrific load on the 
general practitioner. But the low mortality rates 
prove that the general practitioner is taking that 
load well. I do not agree with some of the general 
practitioners who say that they are only “medical 
traffic cops,” merely directing patients to this or 
that specialist or this or that hospital or clinic. P’ll 
agree at once that some of the advances in medicine 
require elaborate techniques only available in a few 
places. I do not agree that because life’s expectancy 
has been so advanced, the general practitioner will 
find completely satisfactory service in looking after 
the elderly. This is indeed a valuable and necessary 
service but again with techniques and skills that are 
as yet in the making. 

I am not advocating that the general practitioner 
exceed his competence in his field. He obviously 
should do only the surgery that he is competent to 
do. And I am speaking of the practice of medicine 
as it exists today in the United States. I think I am 
sufficiently familiar with medical practice in some 
other countries to object to any system in which the 
general practitioner carries on a rapid office practice 
on his patients and, if the patient wants an examina- 
tion, he is at once referred to a so-called consultant 
or specialist. To my mind it would be highly un- 
desirable to create a hierarchy of specialists or con- 
sultants in the medical profession. Medical educa- 
tion in the United States, while not perfect of 
course, is sound and is meeting the challenge of the 
times well. Success is on the basis of competence. 
—Rocer I. Ler, M.D., Boston 
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BY JOHN L. EMMETT, 


REcoGNITION of prostatic disease is not difficult, in 
the majority of cases, because the symptoms and 
findings are characteristic, revealing, and common- 
place. For instance, the presence of urinary fre- 
quency, urgency, nocturia, a restricted and inter- 
rupted urinary stream, associated with the finding 
of pyuria, residual urine, and an enlarged prostate 


gland (by digital rectal examination) in a man in 
the age range of prostatism (more than 45 years of 
age), would offer no diagnostic problem. 

On the other hand, there is a smaller but sub- 
stantial group of patients in whom symptoms are 
obscure, unusual, and confusing. In such cases 
symptoms may suggest prostatic disease when it 
is not present, or contrariwise, symptoms caused 
by prostatic disease may appear to be the result of 
disease elsewhere in the body. The urologist who 
sees such patients in a more or less selected and 
concentrated type of practice would no doubt make 
fewer errors in recognition than the clinician who 
encounters them less frequently. The responsibility 
of diagnosis, however, usually falls on the cliniciaa 
or general practitioner, and if he fails to recognize 
the presence of the urologic problem, the condition 
remains undiagnosed. This discussion will con- 
cern the group of cases in which symptoms and 
findings are more or less obscure and in which diag- 
nostic errors are readily made. Malignant disease 
of the prostate gland will not be included in this 
discussion. 


M.D., AND JAMES W. 
Mayo Clinic and the Mayo Foundation, University of Minnesota, Rochester 


FAULKNER, M.D. 


Unusual Syndromes of Prostatic Disease 


Fever of Undetermined Origin. When considering 
the possible unusual urologic conditions which 
might be responsible for unexplained fever, the 
ones that come readily to mind are cortical infec- 
tion of the kidney or renal abscess (carbuncle), 
hypernephroma, or a duplicated ureter associated 
with an ectopic orifice. (In the latter case, because 
of obstruction or the location of the ectopic orifice, 
the associated infection may not reach the vesical 
urine to leave its telltale evidence of pyuria.) A 
condition that often is missed is prostatic calcult. 

Prostatic calculi are not uncommonly seen. 
Etiology is more or less obscure. In most cases 
they give rise to no symptoms and, in such cases, 
are best left alone. In other cases an associated 
prostatic infection may cause pyuria with urinary 
symptoms, or the size of the stones or their asso- 
ciation with prostatic hyperplasia may provoke 
obstructive urinary symptoms. In either case surgi- 
cal removal may become necessary. 

The syndrome that concerns us here, however, is 
that of the patient with no vesical or urinary symp- 
toms but who periodically is seized with an episode 
of fever (probably chills also) and general malaise. 
There may be no urinary symptoms and no pyuria 
at any time, yet a plain film reveals prostatic calculi. 

The size, number, and extent of the calculi seem 
to have little bearing on the frequency or severity 
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Fever of undetermined origin may be the presenting problem in cases of prostatic calculi—a diagnosis 


often missed because the K.U.B. is inexpertly taken. Unexplained gastrointestinal symptoms or stubborn 
urinary infection in men may result from prostatic obstruction that causes no apparent trouble with 
bladder emptying. Interstitial cystitis, although rare in men, and urethral stricture are sometimes 
wrongly diagnosed as prostate disease. In older men having prostatitis, an obstructive factor is often 


of the febrile episodes, except that “seed calculi” 
more or less diffusely scattered throughout the 
substance of the prostate gland are less likely to 
cause trouble than groups (“nests”) of calculi. It 
is presumed that the reason for the fever is the 
blockage of prostatic ducts by the stones. 

Diagnosis may be missed because the region of 
the prostate gland is not projected on the plain 
film (K.U.B.) in a satisfactory manner. (One should 
include at least 1 cm. below the symphysis pubis in 
the film.) (Figures la and b, 2a and b.) The most 
common reasons for missing the diagnosis, how- 
ever, are (1) that the physician does not think of its 
possibility, and (2) the absence of symptoms that 
would point to the prostate gland or bladder. 

Treatment is surgical removal of the calculi. This 
can be done either by transurethral resection or by 
perineal prostatectomy. A discussion of the com- 
parative merits of these two procedures will not 
be considered here. It might be stated, however, 
that our experience indicates that transurethral 
removal is sufficient in the great majority of cases. 
Although it may not be possible to eradicate every 
stone in this manner, the collections that are caus- 
ing the trouble are removed easily, and the remain- 
ing stones appear to be of no consequence. This 
procedure entails minimal risk, morbidity, and 
hospitalization. If obstructive prostatic tissue is 
present, it can be removed at the same time. It is 
only rarely that the condition will not respond to 
this treatment and will require perineal pros- 
tatectomy. 

Recurring Urinary Infection in Men More Than 40 
Years of Age. Persistent or recurring urinary infec- 
tion (with or without fever), with no obvious cause, 


more important than the infectious factor, and both factors require treatment. 


Figure la. Plain roentgenogram, showing prostatic calculi 
grouped together in the left side of the prostate gland; b, 
roentgenogram made in same case after transurethral re- 
moval of calculi. Nearly all the calculi have been removed. 


Figure 2a. Plain roentgenogram, showing more extensive 
prostatic calculi, which almost replace the prostate gland; b, 
plain roentgenogram after transurethral removal of cal- 
culi. Note that almost all the calculi have been removed. 
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in men more than 40 or 45 years of age, presents a 
difficult problem to both the diagnostician and the 
urologist. If there are associated signs and symp- 
toms of obstruction, such as a restricted stream or 
residual urine, diagnosis is quite apparent. The 
difficult problem, however, concerns the patient 
who presents none of these signs or symptoms. 
The type of case in question is that in which the 
man of middle age or older experiences recurring 
attacks of pyuria associated with frequency, dysuria, 
and possibly some hematuria. He may or may not 
have an occasional episode of fever. 

The infection responds well to urinary antiseptic 
agents, but tends to recur periodically. The excre- 
tory urogram shows the kidneys to be normal, the 
prostate gland is little if any enlarged on digital 
rectal examination, and there is little or no residual 
urine present, either during or between attacks. 
Cystoscopy may show minimal trabeculation of the 
bladder and a minimal degree of prostatic enlarge- 
ment, such as a small trilobar enlargement or small 
collar at the vesical neck. The expressed prostatic 
secretion may or may not show some pus cells. 

After repeated trials of treatment with urinary 
antiseptic agents and possibly some mild prostatic 
massage (the subject of prostatic massage will be 
discussed later) have demonstrated that the infec- 
tion cannot be permanently arrested, it is time to 
consider more definitive treatment. In the great 
majority of these cases, the underlying etiologic 
factor is obstruction of the vesical neck from the 
enlarged prostate gland. It is not easy to explain 
how such an obstruction, which causes no residual 
urine and few if any symptoms of obstruction, can 
be the cause of the recurring infection. Experience, 
however, has shown that this is true. Elimination 
of the obstruction by transurethral resection nearly 
always corrects the trouble and puts an end to the 
recurring episodes. 


Figure 3a. Excretory urogram, 
showing normal right kidney, 
with no function on the left, the 
reason not being apparent in this 
film; b, left retrograde pyelo- 
gram: huge hydronephrosis. In- 
jected contrast medium is diffus- 
ing throughout the masses of 
fluid, demonstrating a sac of 
fluid with probably no cortical 


renal tissue remaining. 


Unexplained Gastrointestinal Symptoms. A dis- 
cussion such as this would not be complete without 
mention of the patient whose presenting symptoms 
suggest gastrointestinal disease. The significance 
of nausea, vomiting, or epigastric distress, the re- 
sult of renal rather than gastrointestinal disease, is 
now well appreciated throughout the profession. 
Symptoms caused by hydronephrosis (Figure 3a 
and b) or renal (Figures 4a and 6 and 5) or ureteral 
(Figure 6a and 6) stone may readily simulate those 
of gastrointestinal disease; but now, with modern 
roentgenologic equipment and especially excretory 
urography, these urologic conditions rarely go 
undiagnosed for appreciable lengths of time. 

Less well recognized, however, is the patient 
suffering from “silent” prostatism (or other ob- 
struction of the vesical neck), a large amount of 
residual urine, stasis and dilatation of the upper 
part of the urinary tract, and uremia. It is some- 
times difficult to realize how such a patient can 
progress to such an advanced degree of urinary 
retention and uremia with few or no symptoms 
referable to the bladder or urethra. To make diag- 
nosis even more difficult in such cases, the prostate 
gland often is of such a size that no enlargement 
can be detected on digital rectal examination. Any 
patient with gastrointestinal symptoms not readily 
explained should have the benefit of determination 
of blood urea and of residual urine check and possi- 
bly an excretory urogram also. 

Abdominal Tumors. “It just couldn’t happen to 
me” is the feeling of most of us when we are told 
of an abdominal exploration in which the patient’s 
suspected tumor proved to be a distended bladder. 
Nevertheless, such a situation happens at least 
once in the professional life of every physician, and 
the most expert have been deceived by it. It goes 
without saying that preliminary catheterization to 
exclude this possibility will pay dividends in peace 


GP e Volume Vil, Number 4 


4 
36 


Figure 4a. Plain roentgenogram, showing branched calculi filling pelvis and ca- 
lyces of both kidneys; b, excretory urogram demonstrates marked obstruction from 
stones, resulting in advanced dilatation of calyces and destruction of renal cortex. 


of mind. Asymptomatic urinary retention is not an 
uncommon disease in both men and women. 


Syndromes Confused with Prostatic Disease 


Interstitial Cystitis (Hunner’s Ulcer.) Because 
Hunner’s ulcer is found almost exclusively in 
women (in 90 per cent of cases), it amounts to al- 
most a curiosity when encountered in males. If, 
in addition, one realizes that it is the most fre- 
quently missed urologic disease in women, it can 
be easily understood why it is nearly always incor- 
rectly diagnosed in men. In most cases it occurs 
in women past the menopause and, oddly enough, 
in most cases it afflicts men in the same age group. 

The cystoscopic appearance of the lesion may be 
misleading, and it may go unrecognized by even 
the most expert cystoscopist. The typical lesion is 
a distinct, well-delineated area 1 to 2 cm. in diame- 
ter, which is salmon-red or pink and gives the 
impression of a translucent or “stained-glass” 
appearance. A small, whitish membrane is often 
attached to the center of the lesion. As the bladder 
is distended, the mucosa splits and the area 
bleeds. Multiple lesions may be present, and 
they frequently change position in subsequent 
examinations. 

Most lesions are extremely painful and give rise 
to much pain in and around the bladder and ure- 
thra, associated with frequency and dysuria. When 
the condition is untreated, the urine is microscopi- 
cally negative, and for that reason many women 
suffering from this disabling disease are usually 
regarded as neurotic. The condition progresses to 
vesical fibrosis and contraction. 

When the lesion occurs in men, it sets up the 
symptoms of urgency, frequency, nocturia, and 
dysuria. If the lesion is not recognized cystoscopi- 
cally (it is often atypical), the physician erroneously 


Figure 5. Excretory urogram: bilateral hydronephrosis (caused 
by congenital obstruction of the ureteropelvic junction) and mul- 
tiple dary paque calculi. The calculi did not cast a sha- 
dow in the plain roentgenogram, but in the excretory uragram 
they cast “negative” shadows against the contrast medium. The stones 
in the right kidney are large and three in number. In the left kidney 
there are innumerable small stones, producing a mottled effect. 


Figure 6a. Excretory urogram, showing an obstructing ureteral 
stone larger than 1 cm. in diameter just below the left sacroiliac 
joint, making it impossible to visualize the left kidney (right hid- 
ney is normal); b, excretory urogram made a few hours after 
surgical removal of stone. Only minimal pyelocaliectasis remains. 
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Figure 7. Urethrogram of a normal patient, show- 


ing the normal caliber of the male urethra. 


assumes that prostatic enlargement is acting as an 
irritation at the vesical neck sufficient to cause the 
symptoms. If a little residual urine should be pres- 
ent, this further tends to confirm this opinion. 

If transurethral resection is carried out, the pa- 
tient may be immediately relieved of his symptoms. 
The reason for the relief, however, is not the pros- 


tatic resection, but rather, the overdistention of 
the bladder incident to the performance of the 
transurethral resection. In a few months symp- 
toms will recur, and incomplete resection or post- 
operative contracture of the vesical neck may be 
considered to be the most likely causes of the pa- 
tient’s recurring difficulty. If the physician is alert 
at this time and considers the possibility of the 
lesion, it usually can be demonstrated on cystoscopy. 

To date the best treatment consists of periodic 
overdistention of the bladder, with the patient 
under the influence of anesthesia, or vesical lavage 
with gradually increasing strengths of solution of 
silver nitrate, beginning with a 1:2000 solution and 
increasing it to 1:100 (1 per cent). 

Urethral Stricture. Differential diagnosis between 
urethral stricture and obstruction of the vesical 
neck not uncommonly presents a confusing prob- 
lem to the physician who does not specialize in 
urology. A few suggestions here may be helpful. 
First, it must be realized that, as a result of con- 
trol of neisserian urethritis with the advent of the 
sulfonamide drugs and antibiotics, urethral stric- 
ture of inflammatory origin is rapidly vanishing as 
a clinical entity. 


Traumatic stricture, on the other hand, is in- 
creasing. This is due to the increase in urethral 
instrumentation, principally transurethral resec- 
tion. Inflammatory neisserian strictures involve 
principally the bulbomembranous urethra. Acci- 
dental traumatic strictures generally are straddle 
injuries, and involve the posterior urethra also. 
Instrumental traumatic strictures are found mostly 
in the anterior urethra (either at the penoscrotal 
junction or at the fossa navicularis). 

Problems in differential diagnosis as a rule arise 
in men past middle age (in the age of prostatism), 
and the question to be answered is whether the pa- 
tient’s difficulty is the result of urethral stricture 
or obstruction of the vesical neck (hyperprostate). 

It is quite unlikely that a patient in the age group 
susceptible to prostatism, who complains of symp- 
toms of obstruction and restricted stream of not 
more than two to three years’ duration, is suffering 
with a stricture. Inflammatory strictures generally 
occur during youth or early adult life and cause 
more or less constant symptoms, requiring periodic 
dilatation. A man who never has had difficulty or 
required the passage of sounds until the age of 45 
to 50 years is not likely to be afflicted with stricture. 

An erroneous diagnosis of urethral stricture is 
often made in such cases, as the result of inexperi- 
ence in the passing of a sound. In the presence of 
prostatic hyperplasia it is often difficult, because 


Figure 8. Urethrogram of a patient with long-standing inflam- 
matory (postnetsserian) stricture of the bulboperineal urethra. 
Note that the entire urethra seems to be narrowed, in spite 
of the fact that the stricture involves principally the bulbous 
urethra. This ts a characteristic finding in such cases. 
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Figure 10. Urethrogram showing congenital stricture, which begins approximately 
1 cm. proximal to the penoscrotal junction and involves the entire pendulous urethra. 
Note moderate dilatation of the urethra proximal to this stricture. Twenty-four hours 
before this urethrogram was made the stricture had been dilated to 16 F. with LeFort sounds. 


Figure 9. Urethrogram of a patient with inflammatory 
(postneisserian) stricture of the bulboperineal urethra. 
There are several old false passages and possibly a small 
amount of extravasation of medium. Some narrowing of 
the remainder of the urethra is visible, but it is not so 
marked as usually seen with stricture of inflammatory origin. 


of direction, to pass the sound beyond the apex of 
the prostate gland. This difficulty should not be 
interpreted as the presence of a urethral stricture. 
Temporary slight improvement in the urinary 
stream may follow this procedure, but usually it 
is not dramatic. 

In the typical case of urethral stricture compli- 
cated by obstruction of the vesical neck, the patient 
is past 45 years of age in whom, following neisserian 
urethritis, a stricture in his youth developed, and 
he has since required periodic urethral dilatation. 
He states that he always had complete relief after 
the passage of sounds until the last year or so, 
when he noticed that the relief was less pronounced 
and of shorter duration. Recently, passage of sounds 
has given little if any relief. Examination in such 
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cases generally reveals an inflammatory contraction 
of the vesical neck, associated with a minimal 
amount of adenofibromatous hyperplasia of the 
prostate gland. Transurethral resection will com- 
pletely relieve the condition, but, of course, periodic 
dilatation of the urethral stricture will be necessary 
for the remainder of the patient’s life. 

Some good general points to remember are these: 
(1) A urethral stricture per se rarely causes residual 
urine, and if residual urine is present, obstruction 
of the vesical neck is almost certain to be present. 
(2) If the patient’s difficulty is on the basis of stric- 
ture, the passage of sounds will give definite and 
dramatic relief; if not, obstruction at the vesical 
neck should be suspected. (3) A marked degree of 
enlargement of the prostate gland in a man who 
has suffered from a urethral stricture most of his 
adult life is rarely encountered. For some reason, a 
long-standing stricture seems to prevent advanced 
degrees of prostatic enlargement. For this reason, 
obstruction of the vesical neck should not be over- 
looked in these patients simply because digital 
rectal examination is not revealing. Urethrograms 
and cystourethrograms may also be helpful in 
differential diagnosis (Figures 7 through 12). 
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Helpful Hints 


As mentioned in the beginning of this paper, it 
is not difficult to recognize prostatic disease if most 
or all of the classical symptoms and signs are pres- 
ent, and the patient is in the susceptible age group. 
When the condition is atypical, with a paucity of 
findings, and the patient presents but one or two 
symptoms, confusion in diagnosis is likely to arise. 
This subject may be best presented by the use of 
several typical questions often asked of the urologist 
by the clinician. 

Question. My patient is in the prostatic age group 
and has marked obstructive symptoms, but there 
is no residual urine present. What can be done 
for him? 

Answer. This is a very common question. The 
popular misconception that residual urine must 
be present before prostatic surgery is advised is a 
hangover in thinking from the days before modern 
chemotherapy and the use of antibiotics, when the 
morbidity and mortality rates accompanying pros- 
tatectomy were so excessive that often the operation 
was accepted only as a last resort. Also, it is the 
result of the rule in overcrowded charity hospitals 
(confronted with the necessity of limiting admission 


Figure 11. Urethrogram in a case of long-standing 
inflammatory (postneisserian) urethral stricture. 
The stricture is about 2 or 3 cm. in length 
in the region of the penoscrotal juncture. 


Figure 12. Cystogram showing filling defect in base 
of the bladder from benign prostatic hyperplasia. 


to those most urgently in need of such care) that 
patients must be carrying a certain amount of resid- 
ual urine before their health is judged to be in 
sufficient jeopardy to warrant their admittance as 
patients in acute need of care. Modern chemothera- 
py and antibiotics, plus the addition of still another 
surgical method of removal of the prostate gland 
(transurethral resection), have radically altered the 
situation so that prostatic surgery may now be 
offered the patient with minimal risk. 

It must be realized that a prostatic patient with 
no residual urine may be undergoing greater dis- 
comfort and may be suffering from more marked 
obstructive symptoms than the patient who has 
a substantial amount of residual urine. It is not 
clearly understood why one bladder will become 
hypertrophied, trabeculated, and powerful enough 
to force the urine past an obstructed vesical neck, 
while another simply decompensates and becomes 
unable to empty its contents. The answer to the 
question, therefore, is that if the symptoms of ob- 
struction are of sufficient severity, prostatic surgery 
is indicated, even though there is no residual urine 
present. 

Question. My patient has had symptoms of ob- 
struction and some residual urine, but his prostate 
gland is not enlarged. What can be done for him? 

Answer. The answer to this question is quite 
evident. The fact that no enlargement of the pros- 
tate gland can be felt on digital rectal examination 
means nothing. There may be marked enlargement 
which can be seen cystoscopically. This is especially 
true if the enlargement is intravesical or if the 
intraurethral lobes are attached anteriorly, so they 
are prevented from encroaching on the rectum. We 
may go even further than this to state that even if 
no enlargement can be detected on digital rectal or 
cystoscopic examination, it means nothing. In such 
a case, if transurethral resection is carried out, it 
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will be found that definite obstruction is present. 
This type of condition formerly was erroneously 
regarded as “‘cord bladder.” A good rule to follow 
is that one can never state that no obstruction exists 
until after transurethral resection actually has been 
attempted. 

Question. My patient is in the age of prostatism, 
his prostate gland is moderately enlarged, but his 
symptoms amount chiefly to nocturia. There is no 
restriction in the urinary stream and little if any 
residual urine. What can be done for him? 

Answer. This situation may present a most diffi- 
cult problem that cannot always be answered ac- 
curately. It is important that two factors be ascer- 
tained; namely, (1) the approximate amount of 
urine passed at each nocturnal voiding, and (2) the 
total nocturnal output of urine. If both are small, 
it is reasonably safe to assume that the obstructed 
vesical neck is the cause of the difficulty and that 
prostatic surgery will relieve it. (Just why an ob- 
struction at the vesical neck may cause nocturnal 
frequency but no frequency during the day has 
never been satisfactorily answered.) 

If both the amount at individual voiding and the 
total nocturnal output are large (the latter 1,000 
cc. or more), one is inclined to put the blame on the 
kidneys rather than on the prostate gland and 
bladder. In such a case it seems reasonable to 
assume that impaired renal function has resulted 
in a low specific gravity of urine with subsequent 
‘inversion of the day-night ratio.” Also, for some 
poorly explained reason, hypertension may at times 
be the chief factor in excessive nocturnal excretion 
of urine, even though impairment of renal function 
cannot be demonstrated. 

A third possibility is that although the noc- 
turnal output is excessive, the amounts at indi- 
vidual voidings are small. In this case one could 
assume the presence of both obstruction of the 
vesical neck and impaired renal function. (Nervous- 
ness and insomnia are factors that must also be 
taken into consideration.) 

In spite of the fact that all indications point to 
impaired renal function as the cause of the patient’s 
nocturia, surgical removal of the prostate gland 
(even though there is no residual urine present) 
often may give partial or complete relief of symp- 
toms. The best (but unsatisfactory) explanation of 
this phenomenon is that there may be some embar- 
rassment of renal excretion due to pressure on the 
lower parts of the ureters from the presence of the 
enlarged prostate gland. In support of sucha theory, 
we have seen cases in which, after the use of a ca- 
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theter or suprapubic drainage, renal insufficiency 
caused by prostatic obstruction has improved to a 
point of “stabilization” in which the value for urea 
will drop no lower. Experience has shown that if, at 
this point, the prostate gland is removed, the value 
for urea may drop precipitately within twenty-four 
to seventy-two hours to a normal or almost normal 
figure. 

Question. My patient is an old man who com- 
plains of urinary incontinence of about one year’s 
duration. What can be done for him? 

Answer. It is the tendency for many physicians 
to regard such a situation as a “cord bladder” or 
**sphincteric incompetence” on a neurogenic basis, 
caused by cerebral arteriosclerosis. As a matter of 
fact, this is almost never the cause of the patient’s 
difficulty. Such “incontinence” usually is one of two 
varieties: (1; an urgency incontinence or precipi- 
tate type of urination caused by irritation from the 
obstructed vesical neck, or (2) overflow inconti- 
nence from a distended bladder, the result of ob- 
struction. In either case surgical removal of the 
prostate gland should eliminate the difficulty. One 
should not withhold prostatic surgery in such 
cases because of fear of making the incontinence 
worse. 


Prostatitis Versus Prostatic Hyperplasia 
This is a question which has been the basis for 


discussion and argument for many years. It is ob- 
viously impossible to consider it fully here, but a 
few practical hints may be helpful in evaluating 
this not uncommonly encountered problem. 

Prostatitis in Young Men (Less Than 40 Years of 
Age). This is becoming much less of a problem 
since the control of neisserian infections with sul- 
fonamide drugs and antibiotic agents. In the 
asymptomatic patient who has no pyuria, it has 
long been our opinion that no treatment should 
be given. Prostatic massage in such a patient often 
accomplishes little else than to make him a hypo- 
chondriac or neurotic. Unless some other serious 
disease exists, such as arthritis, in which there is 
reasonable evidence that the prostatic infection 
might be an important focus of infection, treatment 
should be withheld. 

Prostatitis in Older Men (More Than 40 Years o, 
Age). In men in this age group there is almost 
always some degree of prostatic hyperplasia, even 
though it may be minimal, so that one is confronted 
with two conditions rather than one. Also, it is 
quite generally conceded that some infection can 
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be demonstrated in the prostatic secretion in the 
overwhelming majority of men beyond 40 years of 
age. The problem in each patient, therefore, is to 
evaluate the relative importance of the two con- 
ditions. 

From a practical point of view, the clinical prob- 
lem here usually is one of frequency, nocturia, 
dysuria, and perineal, suprapubic, or rectal pain. 
Pyuria may or may not be present, and residual 
urine usually is not a factor. Recurring febrile epi- 
sodes may be noted. On digital rectal examination, 
the prostate gland may be normal, moderately 
fibrotic, or slightly enlarged. Cystoscopy may 
show minimal degrees of obstruction, such as a 
collar, bar, or small trilobar enlargement. Trabecu- 
lation of the bladder may or may not be present. 
The expressed prostatic secretion contains pus. 

As one’s experience with this type of condition 
increases, the importance of the obstructive factor 
seems to increase, while that of the infectious factor 
seems to diminish. Fortunately, one can safely 
carry on for some time with a trial of conservative 
treatment before making a final decision. Conserva- 
tive treatment usually consists of the use of urinary 
antiseptic agents, urethral dilatation, and prostatic 
massage. The danger of prostatic massage in older 
men, however, is the precipitation of acute epididy- 
mitis or the increase of symptoms of obstruction. 
Bilateral ligation of the vasa before massage is 
begun is to be considered ; massage should be gentle 
and not done oftener than two or three times weekly. 

If conservative treatment is unsuccessful, the 
obstruction should be relieved surgically. Trans- 
urethral resection usually is the procedure of 
choice in these cases and, if well done, will eliminate 
the trouble completely. One should be careful not 
to carry out unsuccessful or only partially successful 
conservative treatment too long, because it is un- 
fair to a patient to make him endure several years 
of persistent or recurring discomfort and disability 
which could be corrected so easily and with such a 
minimal amount of risk. 


Functional Versus Organic Disease: Pain 


Recognition of functional disease and its differen- 
tiation from organic lesions can be the greatest 
test of a physician’s ability and experience. It is 
generally conceded that there are two types of 
poor medical practice: (1) that of the overzealous 
physician who attempts to ascribe all complaints 
to an organic basis and, therefore, treats functional 
disease as if it were organic, and (2) that of the im- 


patient physician who is ready to label as “func- 
tional” all complaints that cannot be quickly and 
easily explained. The ideal course lies somewhere 
between these two extremes. 

The practice of using “‘functional disease” as an 
exclusion diagnosis has been seriously questioned. 
Inability to find an organic basis for a patient’s 
complaint is no longer considered a sound basis 
upon which to make a diagnosis of functional 
disease. As a matter of fact, experts in this field 
are now suggesting that the diagnosis of functional 
disease should be a preliminary or early conclusion 
in the examination of the patient, rather than a 
classification of last resort. When the symptom of 
pain is involved, many neurologists hesitate to make 
a diagnosis of “functional pain,” but rather, use the 
term “pain of unexplained origin.” 

From the standpoint of functional versus organic 
disease, pain is the chief problem related to the 
lower part of the urinary tract. Pain arising in the 
bladder, neck of the bladder, or prostatic urethra 
may be referred to the perineal, anal (rectal), and 
suprapubic areas and, to a lesser extent, to the 
inguinal and scrotal areas, as well as the posterior 
surface of the thighs. 

Pain in Young Men (Less Than 40 Years of Age). 
Perineal pain is the most common complaint in this 
age group. It may be associated with pain or a 
sense of fullness or discomfort in the testes and 
scrotum. It is most commonly the aftermath of 
neisserian urethritis. When it is the result of extra- 
marital exposure, psychic factors such as remorse 
and guilt complex are introduced, and they com- 
plicate the problem. In some cases, however, the 
pain arises spontaneously, with no antecedent 
infection. 

In each case a complete urologic examination is 
required, and if results are negative (except possibly 
for chronic nonspecific prostatitis), treatment is 
empirical. Prostatic massage for a limited time and 
the use of urethral sounds, rectal diathermy, and 
reassurance usually keep the patient in reasonable 
comfort. Care must be exercised to avoid making 
the patient neurotic or hypochondriac. In unusual 
cases the help of a psychiatrist may be necessary. 

Pain in Older Men (More Than 40 Years of Age). 
Pain in this age group can be divided into two main 
types: (1) that associated with vesical symptoms 
of irritation or obstruction or both and the finding 
of pyuria and residual urine, and (2) pain with no 
associated vesical symptoms or findings. In the 
first group diagnosis is not difficult. It is reasonable 
to assume that the prostate gland and bladder are 
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the source of the pain. Urinary antiseptics and 
transurethral resection, when necessary, usually 
eliminate the discomfort. 

The problem of pain in the second group is a much 
more difficult matter, and may require keen diag- 
nostic acumen, as well as patience on the part of 
the physician, for both diagnosis and successful 
treatment. The three most common sites for pain 
are the suprapubic, perineal, and anal regions. 

Although there may be a paucity of urinary symp- 
toms, on close questioning, the patient may admit 
that the pain may be worse when the bladder is 
full and may be partially or completely relieved after 
voiding. The physician should observe the pa- 
tient void, rather than to take the patient’s word 
as to the condition of his urinary stream. In many 
cases it has been so long since the patient voided 
a normal stream that he has forgotten what a nor- 
mal stream is like. It may be helpful to try to repro- 
duce the patient’s pain by digital pressure on the 
prostate gland or manipulation of the prostate gland 
with a sound or a cystoscope. It is, of course, essen- 
tial to evaluate the patient’s personality, and to try 
to uncover any background that might predispose 
to functional complaints in this region. 

The decision regarding treatment of such patients 
is not easily made. The physician must avoid two 
pitfalls: (1) treating all patients with an impatient, 
do-nothing attitude and labeling the condition 
“functional” and the patient “neurotic,” and (2) 
performing promiscuous surgical procedures on the 
prostate gland without exhaustive, painstaking 
study and selection of patients. Either course is 
open to criticism. 

If the condition is not clear cut, a trial with con- 
servative treatment is imperative. This may con- 
sist of gentle prostatic massage, passage of sounds, 
Kollmann dilatation of the vesical neck, rectal 
diathermy, and instillations of a mild protein silver 
agent (Argyrol) into the posterior urethra. During 
this period an exhaustive search should be made 
for any medical or psychiatric background which 
could contribute in any way. 

If these measures fail, and if in the judgment of 
the physician there is reasonable evidence that the 
prostate gland may be the source of the pain, trans- 
urethral resection should be considered. It should, 
of course, be explained carefully to the patient 
that there may be only a 50 per cent chance that 
the distress can be eliminated. It is obviously im- 
possible to lay down a set of rules or conditions on 
which to decide when surgical intervention is indi- 
cated in such cases. It seems that it could best be 
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done by the presentation of reports of cases which 
are illustrative of both successful and unsuccessful 
results. 

An Illustrative Case. A man aged 67 years com- 
plained primarily of suprapubic and perineal pain, 
although pain of a lesser degree was present in 
both inguinal areas, testes, and penis. This pain 
had been present in a mild form for at least eight 
years, but it had been sharply increased since 
transurethral prostatic resection done elsewhere two 
years previously. This constant nagging distress 
had resulted in a “nervous breakdown,” and had 
caused the patient to be rather melancholy and de- 
pressed. The patient stated that he voided freely 
and easily, with no discomfort. 

Examination revealed the urine to be clear. No 
residual urine was present. The prostate gland was 
small and benign on digital rectal examination. 
Cystoscopy showed a small amount of adenomatous 
tissue remaining in both lateral lobes of the prostate 
gland near the apex, but it did not appear obstruc- 
tive. Medical, neurologic, and psychiatric consult- 
ants who examined this patient were agreed that 
the situation was most likely of functional rather 
than organic origin. It was their opinion that the 
mental depression was the probable basis of the 
patient’s distressing symptoms. 

Conservative urologic treatment and psychiatric 
treatment were instituted, but produced no results. 
It was then decided to remove the remainder of the 
prostate gland by transurethral resection, and it 
was explained carefully to the patient that there 
was only a 50 per cent chance it would relieve his 
symptoms. He was most willing to assume this risk. 
As is so often the case, after transurethral resection 
was begun, more tissue became apparent than was 
suspected. Twenty-six grams of tissue was removed, 
reported to be benign prostatic hyperplasia. 

Immediately after operation the suprapubic and 
perineal pain disappeared, leaving only a “sense 
of fullness” in the testes and inguinal regions. 
Also, the patient was amazed at the caliber and 
force of his urinary stream. He now realized that 
his stream had not been of normal size before. Six 
months later he reported that all his symptoms 
were gone and that he was well. He was most grate- 
ful for his relief. 

An Illustrative Case. A man aged 48 years was 
admitted to the Mayo Clinic on August 28, 1951. 
He complained of suprapubic pain of three years’ 
duration. He stated that he had had no trouble pre- 
viously. The symptoms began with vague, intermit- 
tent suprapubic burning, with gradual increase of 
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this difficulty, until it had become constant for 
the six months prior to admission. Recently the 
distress had extended to the right lower abdominal 
quadrant and both costovertebral angles. The 
symptoms were aggravated by stooping and re- 
lieved by sitting or by voiding. The patient occa- 
sionally had frequency of urination, either diurnal 
or nocturnal. He usually had had nocturia requiring 
voiding only once a night. 

Examination showed the prostate gland to be 
normal in size. Urine was microscopically normal; 
there was no residual urine. An excretory urogram 
disclosed no abnormality. Cystoscopic examination 
revealed no trabeculation; there was possibly a 
‘small adenomatous collar (grade 1). Results of a 
general examination were negative. 

A urologic consultant gave the following opinion: 
"Few findings, but patient says that passage of 
cystoscope reproduced pain. This would indicate 


Present Status of .. . 


pain possibly to be of prostatic origin. Believe 75 
per cent chance of relief or improvement by trans- 
urethral resection.” 

The patient decided to defer operation, and he 
returned two months later. A second urologic con- 
sultant saw him and his note was as follows: “Am 
not anxious to operate on this man. He has no 
obstructive complaints; has negative urine and no 
residual.” 

The first urologic consultant again saw the pa- 
tient and this time stated, ‘‘When the bladder is 
distended, pain is very severe—relieved by voiding. 
Send for transurethral prostatic resection. Examine 
bladder carefully at operation to exclude interstitial 
cystitis.” Transurethral prostatic resection was 
carried out on November 14, 1951, with removal of 
13 Gm. of tissue. The pathologist reported the 
tissue as adenofibromatous hyperplasia. The pa- 
tient obtained complete relief of his symptoms. 


Gastrectomy in Perforated Peptic Ulcer 


ALTHOUGH much time has elapsed since the first recom- 
mendation of gastrectomy in the treatment of peptic ul- 
cer by von Haberer in 1919, considerable difference of 
opinion still exists among various surgeons concerning 
this method of treatment. Those favoring conservative 
methods, such as suture of the perforation alone, or 
nonoperative treatment by gastric suction, point out 
that the operation is to save the life of the patient and 
not to cure the disease. They also believe that a large 
number of patients are permanently cured by suture of 
the perforation alone. 

Those favoring gastrectomy point out that the hospi- 
talization period is shortened and a second operation 
avoided. Furthermore, they believe that the operation is 
technically easier because of the lack of adhesion for- 
mation. 

Carannopaulos and Christopoulous, in the care of 
ninety-eight patients with perforated peptic ulcer in 
Athens, Greece, treated fifty-four by gastrectomy, with 
two deaths (mortality, 3.57 per cent); thirty-nine by 
simple closure, with eleven deaths (mortality, 28.2 per 
cent); and three by continuous aspiration, without 
fatality. 

They believe that, in certain types of cases, immediate 


gastrectomy is the treatment of choice. Of considerable 
importance is the time factor; in general, patients ad- 
mitted within eight hours of perforation are considered 
good candidates for gastrectomy. Some patients, ad- 
mitted more than eight hours after perforation, undergo 
resection if the stomach has been empty and other con- 
ditions are favorable. The authors believe that the peri- 
toneal exudation remains sterile up to six hours after 
perforation, or at least only slightly toxic. 

The general condition of the patient is of importance, 
and the presence of cardiopulmonary disorder, liver ail- 
ments, kidney lesions, anemia, or hypoproteinemia con- 
traindicate the operation. Since the mortality for any 
operation is higher in patients over fifty-five, these pa- 
tients are treated by more simple means. Occasionally in 
the presence of a large callous ulcer, or when localization 
of the ulcer in the stomach makes closure difficult, gas- 
trectomy is performed. 

Three-quarters of the stomach is resected in the oper- 
ation, and drainage is not employed. The authors be- 
lieve that this procedure can be carried out in well- 
selected cases with a mortality rate as low as for simple 
closure of the perforation alone. (Surgery, 32: 784, 
1952.) 
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BY IRVING L. SPERLING, M.D, 


Newark, New Jersey 


There are many defects and wrong impressions that have arisen concerning the use of cortisone. 
Many conditions warrant the use of the drug; but it has been restricted because of too much emphasis 


on the side effects. 


CONVENTIONAL 
METHODS 


Introduction 


Tue value of cortisone therapy is still unsettled after four years of use. There has 
been both optimism and pessimism regarding the beneficial as well as the toxic 
manifestations. The lack of permanent lasting effects and the overemphasis of 
side effects have deterred and prevented its use in a multitude of conditions for 
which there are definite indications for the drug. This outline aims at correcting 
these defects and wrong impressions. An attempt will be made as follows: 
1. Demonstration of various methods of administration. 
2. Demonstration of a method of withdrawal of cortisone which minimizes the 
after effects. 
3. Demonstration of combined gold and cortisone therapy. 
. Demonstration of the various forms of rheumatic diseases in which lasting 
effects are achieved. 
. Classification of the specific indications for the use of cortisone in rheu- 
matic diseases. 


Methods of Administration 


Method: Early high dosage (200 to 300 mg. daily) reaching an average dose 
of 100 mg. daily in several days. This dosage is maintained until clinical im- 
provement is maintained. After an indefinite period of time, the drug is usually 
stopped rapidly in several days to a week. This method may be combined with 
various types of maintenance programs. 

Results: Rapid clinical improvement which is maintained during the period of 
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il 
INTERMITTENT 
SHORT COURSES 


PROLONGED 
SLOW WITHDRAWAL 


IV 
HIGH DOSAGE 


Vv 

PROLONGED 
CONTINUOUS 
ADMINISTRATION 


vi 
COMBINED 
CORTISONE 
AND ACTH 


therapy. There is a rapid return of symptomatology after cessation of therapy. 
There are usually no permanent lasting effects. Marked psychologic upheavals. 


Method: Administer cortisone according to the plan used in the conventional 
method. Allow rest periods of varying duration between courses. 

Results: Relief maintained during therapy. There are usually no permanent 
lasting effects. Recurrences between courses with marked psychologic up- 
heavals. There is theoretically a return of adrenal function during the rest 
period. 


Method: Conventional course until point of withdrawal. Slow gradual with- 
drawal as indicated in the table. This may be combined with any other method. 
Results: Minimal withdrawal symptoms. Very slow recurrences. Allows psy- 
chologic adjustment. Occasional prolonged remissions. 


MG. CORTISONE MG. CORTISONE 


100-300 37.5-50 


100 25-37.5 


87.5 12.5-25 


75-87.5 12.5 


50-62.5 Cessation 


Method: Dosage of 500 mg. daily for 14 to 28 days in attempt to produce pro- 
longed remissions. 

Results: Inconclusive. Some increased remissions. Toxic effects occur but not 
dangerous. Further investigation required. 


Method: Dosage as in conventional method. Gradual reduction to lowest 
maintenance level. Continued maintenance for indefinite periods. Periodic in- 
creases with exacerbations. Continuous observation and check for side effects 
which occasionally necessitate cessation of therapy. 
Results: Method now in use several years. Long-term results still unpredictable. 
Relief during administration. Recurrences usually occur after withdrawal. 
Drawbacks: 1. Prolonged continuous administration. 

2. Financial burden. 

3. Continuous observation. 

4. Side-effects (occasionally cause cessation) as infection, osteoporosis, 

Cushing’s syndrome, thrombophlebitis, psychoses, etc. 

5. Cortisone “addiction.” 

6. Possible future harmful effects. 
Conclusions: Beneficial and helpful (see graph). Occasional retained remis- 
sions. Future study necessary. 


Method: Concurrent administration in alternate courses theoretically allows 
return of adrenal function, although no proven permanent adrenal damage. 
Results: No proven therapeutic efficacy. 
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IX 
TOPICAL 
ADMINISTRATION 


6. 


7. 


PREGNENOLONE. Start after reduction of cortisone to hold improvement. 
No conclusive evidence. 

VITAMIN C. No definite improvement. 

SALICYLATES. No definite results. 

PARA-AMINOBENZOIC ACID. Possible synergistic effect by preventing corti- 
sone inactivation in liver. No proven effect. 

INSULIN. Based on hyperglycemic effect. No proven value under present 
low dosage schedules. 

MISCELLANEOUS. Pregnene triolone, testosterone, doca and vitamin C, 
adenosine triphosphate, etc. No proven therapeutic value. 

Gold and cortisone (see char‘). 


Implants in subcutaneous tissue of pellets of cortisone. Some improvement for 
several weeks and then relapses. No conclusive results so far. More study 
necessary. 


1. 
2. 


NASAL. No definite value. 

Proven value in various EYE diseases. 

SKIN. Based on experimentation which produced thinning of epidermis, 
loss of collagen fibers and reduction in fibroblasts. Refractory state in 
later stages. 


Method: Use ointment with special base containing 25 mg. cortisone in each 
gram. Applied to area several times daily. 

Results: Most experimental work of little proven value. Some specific cases of 
definite value. 


A. 


B. 


PEMPHIGUS. Used in cases in which perianal lesions uncontrolled by paren- 
teral hormones. Local therapy relieved burning and oozing. Palliative 
since recurrence after therapy. 

ACROSCLEROSIS. Case with severe involvement of both ankle areas with 
marked fibrous proliferation resembling scleroderma, severe pain over 
many years. No therapeutic relief. Local cortisone to one ankle produced 
marked relief of symptoms with decrease in skin thickening (see illustra- 
tions below) after cessation, symptoms recurred in several weeks. 


Ankle after three weeks topical cortisone. 
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INTRA-ARTICULAR 
ADMINISTRATION 


HYDROCORTISONE 
(COMPOUND F) 


RHEUMATOID 
ARTHRITIS 


Use 25 to 50 mg. of suspension chiefly in knee joint. Results inconclusive. 
Occasional temporary local reactions. 
Results in 10 cases: 


Reactions........ -4 (prevented further therapy) 
Marked relief.....2 
No effect.........4 


Method: Inject 10 to 50 mg. into joint, 
chiefly knee but also hip, elbow, wrist, 
finger, and ankle. Repeat as necessary. 
Results: No ill effects. Little local sup- 
pression of inflammation. Relief of pain, 
swelling, and spasm. Often prolonged 
relief. Maintain relief by repeated injec- 
tions. 
Indications: 1. Rheumatoid arthritis. 
A. One or two residual joints. B. Aid 
in orthopedic joint corrections. og 
2. Osteoarthritis. A. Knee—very 
effective. B. Hip—useful due to 
severe symptomatology. 
3. Traumatic arthritis and synovitis. 
4. Gout—useful in associated bursitis. 
5. Bursitis—acute, effective. Chronic, indefinite. 
6. Intermittent hydrarthrosis. 
7. Ganglion. 


17 Hydroxycorticosterone-21-acetate. 


Special Therapeutic Indications 


Cortisone is not generally indicated in the treatment of the ordinary case of 
rheumatoid arthritis. Results are only temporary with usually no permanent 
results. Other forms of therapy such as gold and constitutional measures are 
not to be neglected. Certain phases of the cortisone therapy such as the com- 
binations with gold or prolonged continuous therapy may give permanent bene- 
fits, but the issue is still left unsettled. 

The conditions listed below are those classified as special uses for cortisone 
either because of permanent good results or because of the serious nature of 
the illness. 

A. Rapid fulminating type: Here the severe course and debility require 
stringent methods. Cortisone may be lifesaving and may stop rapid progress, 
allowing use of other methods. 

B. Correction of deformities: 1. EARLY cAsEsS. In mild form, sudden onset of a 
deformity may be corrected by a short course of cortisone combined with physical 
therapy. This may be used as low dosage schedule for short periods. After cor- 
rection other measures can maintain improvement. 

2. LATE DEFORMITIES. Correction of more marked deformities aided by corti- 
sone several weeks before and after surgery and manipulations. Some pro- 
nounced deformities are corrected by combined physical medicine and cortisone. 
C. Psoriasis: 1. PSORIATIC ARTHROPATHY. This type involves the distal inter- 
phalangeal joints of both extremities as well as the overlying skin. Results with 
combined gold and cortisone are very encouraging. Withdrawal of cortisone has 
been followed by continued improvement. Skin lesions are benefited, but only 


temporarily, 
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Psoriatic arthritis with distal joint involvement. 


Psoriatic arthropathy with distal joint destructive changes. 


2. PSORIASIS AND ARTHRITIS. This type is usually rheumatoid arthritis asso- 
ciated with psoriasis. Results are encouraging but improvement is not retained 
as well as in the first type. 

D. Rheumatoid Spondylitis: The usual therapy with radiation is the most 
effective, particularly in the early stages. In severe cases combined therapy with 
cortisone will produce good clinical effects. Cortisone is not effective alone in 
the active case except for palliation. In late cases, ten to twelve years after bony 
ankylosis, cortisone may produce an increased range of motion, greater chest 
expansion, and decreased pain. Thus it is worthy of trial even in late burned- 
out cases. 

E. Arthritis Mutilans (opera-glass hand): Found primarily in females with de- 
structive absorptive changes in bones of hands and feet. Results in shortening 
of fingers with wasting, wrinkling, and redundancy of skin. Cortisone is indi- 
cated because of the severe deforming changes. The process has been retarded 
in treated cases and symptoms minimized. 

F. Palindromic rheumatism: This condition produces no permanent joint 
changes but may be clinically severe. Cortisone reported as beneficial in marked 
symptomatic cases. 

G. Still’s Disease: In the juvenile rheumatoid arthritis patient, the use of corti- 
sone is generally not indicated. Cortisone should be reserved for severe uncon- 
trolled states where there are signs of interference with epiphyseal growth. In 
this instance, cortisone should be used on a long-range basis. 

H. Complications of the disease: 1. EYE INVOLVEMENT (IRITIS AND EPISCLERITIS). 
Usually a prolonged course. Resistant to usual forms of therapy. Cortisone 
produces a favorable effect and control of the state. 

2. GOLD DERMATITIS. Causes severe exfoliative dermatitis. Cortisone gives 
rapid relief and control in many cases. Preferable to BAL. Combined gold and 
cortisone may suppress these toxic reactions. 
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Typical example of arthritis mutilans with shortening of 
fingers. X-rays showing the absorptive bony changes. 


A. Acute stage: Results still not definite since the course of the disease is so 
variable. No conclusive evidence of alteration in the natural course of the dis- 
ease. Clinical effects are as follows: 
1. Relief of acute clinical symptoms as fever, tachycardia, polyarthritis, and 
pericarditis. 
2. Improvement in heart size, electrocardiogram, and sedimentation rate. 
3. Long-range effects on carditis still indefinite and inconclusive. 
B. Chronic state: 1. Recurrent attacks less responsive than first acute attack. 
2. Chronic carditis—no effect. 
C. Chorea: Results are indefinite and worthy of trial due to high incidence of 
carditis following chorea. 
D. Post-streptococcal state: Reversal of this process has been reported follow- 
ing cortisone in the uncontrolled state. 


A. Hip (Malum coxae senilis): Severe degenerative arthritis with prolonged 
course noted for lack of response to usual forms of therapy. Response in a 
number of cases has been fairly satisfactory. Use on a small dosage schedule 
over a long period of time. Use with caution due to age of patients and increased 
hazard of toxic effects. Relief sufficient to warrant use. 

B. Generalized: No definite benefits of permanent nature. Not generally indi- 
cated in this state. In severe generalized states with marked symptoms. Corti- 
sone indicated on a long-range basis. 


Colchicine still best and simplest form of therapy in usual case of gout. In 
certain forms, cortisone is indicated. 
A. Unresponsive to colchicine: Several doses of cortisone with continuous 
colchicine usually effective. 
B. Postoperative or acute illnesses: Recurrences require cortisone or ACTH 
if oral medication contraindicated. 
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PAINFUL BACK 


vill 
COLLAGEN 
DISEASES 


Severe hip involvement with Marked knee arthritis with 
good response to cortisone good symptomatic response. 


C. Colchicine toxicity: Toxicity from therapeutic dosage may require pre- 
liminary cortisone and smaller maintenance doses of colchicine. 

D. Combined therapy: Colchicine maintenance after preliminary doses of cor- 
tisone, may be therapeutically ideal. 

E. Chronic interval gout: Cortisone contraindicated due to possible production 
of acute attacks. 


A. Acute bursitis: Marked symptomatic relief. Best use local therapy and 
radiation for short period, and then cortisone. Results not permanent in all 
cases. Combine with physiotherapy and local injections. 

B. Chronic bursitis and frozen shoulder: Resistance to therapy teal Use in 
severe refractory cases. Combine with manipulations, physiotherapy, and local 
injections. Produces fair degree of improvement in resistant cases. 


A. Early cases: Stellate ganglion blocks may be preferable because of shorter 
therapy. Cortisone produces rapid relief, frequently permanent. Recurrences 
after withdrawal—but greatest percentage helped. 

B. Late cases: Small percentage of relief but should be tried in all cases since 
general measures usually fail. 


A. Dise: Not recommended as general method of therapy. Used in severe cases 
showing unremitting symptoms and in which operation refused. Here cortisone 
produces marked symptomatic relief and subsidence of the acute state. 

B. Lumbosacral sprain: The short courses of cortisone have produced relief. 


A. Dermatomyositis: Response during therapy, but recurs with withdrawal. 
Use because of seriousness of illness. Possibly on long-range basis. 
B. Scleroderma: Response as above. Better in early cases. 
C. Periarteritis nodosa: 1. Early—may get remissions. 

2. No permanent effects. 

3. Caution for high doses due to infarcts on rapid healing. 

4. Use long-range plan. 
D. Lupus erythematosus: 1. Helpful and often lifesaving in acute crises. Tem- 
porary remissions may occur. No cure. 

2. Temporary disappearance of symptoms as arthritis, fever, skin lesions, 
pericarditis, pleurisy, and leukopenia. 
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IX 
MISCELLANEOUS 


3. Exacerbations after withdrawal. 
4. Maintenance therapy on long-range basis may retain remissions. 


A. Traumatic synovitis: Short course of cortisone may produce dramatic re- 
lief. Intra-articular use may be of greater benefit. 

B. Intermittent hydrarthrosis: Ordinarily self-limited but in prolonged cases, 
produces marked benefit. 

C. Reiter's syndrome: Ordinarily self-limited, but use has resulted in shorter 
course. 

D. Ulcerative colitis: Severe associated arthritis. Results highly beneficial. 

E. Allergic arthritis: Severe joint involvement of serum sickness. Benefited by 
cortisone due to temporary course. 

F. Trichiniasis: Associated rheumatic disturbances. Good response to corti- 
sone. 

G. Epidemic pleurodynia: Self-limited disease. Cortisone beneficial for short- 
term use in severe cases. 

H. Postherpetic neuralgia: May be severe and unremitting. Cortisone in short 
repeated courses may be of extreme benefit. 

Il. Myositis ossificians progressifica: This fatal condition has shown some 
benefits by use early in the disease, before extreme ossification begins. Use on 
long-range basis because of seriousness. 

J. Tenosynovitis: Acute nonsuppurative type benefited by a short period of 
therapy with prolonged effects. 


Combined Gold and Cortisone Therapy 


Theoretically this is the best method of treating rheumatoid arthritis. There 
is a rapid clinical remission produced by the administration of cortisone. Im- 
provement is maintained by concurrent gold therapy which is continued after 
cortisone is withdrawn. 

Method: 1. Gold and cortisone are administered concurrently. 

2. Cortisone administered according to the method of prolonged slow with- 
drawal. This plan consumes anywhere from 10 to 20 weeks. 

3. Gold administered in the form of Solganol (aurothioglucose). The drug is 
given weekly, intramuscularly at a dose of 50 mg. This is given weekly until one 
gram is reached. Then the interval is increased to two weeks, three weeks, and 
finally four weeks for a period of several years. 

4. Theoretically the therapeutic effect of gold is reached at 0.5 grams. At 
this level, the cortisone is at a point where its therapeutic effect is being lost. 
Results: 1. Smooth course with rapid, maintained improvement. 

2. Minimum or absent cortisone withdrawal symptoms. 

3. Incidence of benefit may not be higher than with gold therapy alone, al- 
though remissions may be slightly higher. However the relief is rapid and 
continuous. 

4. Early cases produced best results. Later cases also benefited, but to smaller 
degree. 

5. Psoriatic types benefited in high percentage of cases. 

6. Gold reactions at minimum. Two cases required gold withdrawal due to 
late development of rashes, after stopping cortisone. No toxic effects during 
early course with cortisone, which may suppress reactions. 

7. Further investigation necessary before final evaluation. 
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SPURGEON ENGLISH, M.D. 


Head of the Department of Psychiatry, Temple University Medical School, Philadelphia 


Homosexuality of some degree is very common; at least one man out of every three experiences some kind of 
homosexual activity. The tendencies to this personality problem are deeply rooted, and the roots are strengthened 
by social ostracism of homosexuals. Complete cure of homosexuality is rarely achieved, but management of the 
problem can be effective if the physician is tolerant and ready to offer support. 


In 1948 an important research work entitled, 
"Sexual Behavior in the Human Male,” was pub- 
lished by Alfred C. Kinsey and his associates. This 
study presented to the public valuable data not 
hitherto available. Kinsey’s statistics were drawn 
from information polled from approximately 12,000 
persons, which represented forty times as much 
material as had ever been included in the most 
comprehensive of previous studies. Along with 
much other data, Kinsey furnished valuable in- 
formation on the frequency of homosexual activity 
in the human male. Its frequency was surprising to 
many. But its frequency does indicate that problems 
connected with homosexuality are bound to arise 
in the general practitioner’s practice from time to 
time. 

Historically, there is a long-standing taboo upon 
homosexual behavior, somewhat more intense in 
the case of the male than in the case of the female. 
This results, of course, in much self-dissatisfaction, 
and even alarm in an individual when he discovers 
that his sexual instincts lean toward the homosex- 
ual. Homosexual activities, even though they occur 


only once in an individual’s life, can cause much 
family and community prejudice; and sometimes 
conflict with the law. Often, the physician’s 
opinion is sought in order to help the law to arrive 
at a decision concerning what course to pursue. 


More Frequent in Males 


It used to be thought that the homosexual was a 
rare phenomenon—even a clinical curiosity—and, 
of course, that he was a strange and depraved in- 
dividual. Kinsey found that homosexual activity, of 
the type that brings the participant to orgasm, was 
present in at least 37 per cent of the male popula- 
tion. In other words, more than one-third of the 
male population has some homosexual experience 
between beginning of adolescence and old age. 

According to Kinsey, approximately 50 per cent 
of unmarried males up to the age of 35, had homo- 
sexual experiences some time between the begin- 
ning of adolescence and 35. Some of these men had 
but a single experience, and some admitted to con- 
tinuous experiences during their lifetimes. Kinsey 
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Heterosexual-Homosexual Rating Scale 


EXCLUSIVELY HETEROSEXUAL 
WITH NO HOMOSEXUAL 


PREDOMINANTLY HETEROSEXUAL, 
ONLY INCIDENTALLY HOMOSEXUAL 


PREDOMINANTLY HETEROSEXUAL, 
BUT MORE THAN 
INCIDENTALLY HOMOSEXUAL 


EQUALLY HOMOSEXUAL 
AND HETEROSEXUAL 


PREDOMINANTLY HOMOSEXUAL, 
BUT MORE THAN 
INCIDENTALLY HETEROSEXUAL 


Y HOMOSEXUAL, BUT 


believes that it is unwarranted to differentiate be- 
tween human beings as being homosexual or not 
homosexual. He feels that our approach to this 
whole difficult problem would be sounder if we 
looked upon homosexuality as a type of sexual ex- 
pression, studicd its incidence, and tried to ascer- 
tain its causes, rather than merely classify and 
condemn. 

In order to make clearer the variability of homo- 
sexual activity in our population, Kinsey has di- 
vided participants in homosexual behavior into six 
groups, the extremes of which are represented by 
those who have only one or an occasional experience 
in a lifetime and those who have nothing but homo- 
sexual experiences during their lifetime. The above 
chart will make this clearer. 

Kinsey admits that his figures are considerably 
higher than any that have previously been pub- 
lished. He states that he was totally unprepared to 
find such incidence data when the research was 
undertaken. He found, however, that each new 
group provided substantially the same information. 
Whether the histories were taken in various sec- 
tions of the country, in large cities, small towns or 
rural areas, colleges, religious institutions, or uni- 
versities, results were very much the same. Persons 
with homosexual histories are to be found in every 
age group, in every social level, and in every con- 
ceivable occupation. 


Not Easily Defined 


Because of the great variability of homosexual 
behavior, it would be well to ask what constitutes 
a homosexual. Is the homosexual one who derives 
all his sexual satisfaction from a person of the same 
sex? We are prone to call the person a homosexual 
who may have had only one homosexual contact 
in his whole lifetime. This experience having come 
to light, he is forever after branded as a homosexual. 

We apply the term “homosexual,” then, in the 
same manner to the person who spends a lifetime of 
homosexual activity as we do to the one who may 
have had only one homosexual experience. There 
are many married men and fathers of children who, 
at some time, possibly under the influence of al- 
cohol, have had a homosexual experience. It is 
never repeated but, if discovered, causes the same 
condemnation as that given to those whose entire 
life orientation is along homosexual lines. 

Homosexuality does not differ essentially in the 
male or in the female. The female homosexual has 
been called a Lesbian, because female homosexual 
relations were ascribed in the poetry of Sappho to 
the women of the Greek Island of Lesbos. However, 
there is nothing essentially different in the in- 
stinctual drives of either sex toward those of their 
own sex. Either sex will use the same kissing, fon- 
dling, mouth-genital contact to bring about sexual 
excitation and orgasm. Male anatomy makes it pos- 
sible to bring about union between the penis and 
the anal opening, but, otherwise, the homosexual 
activity in the two sexes is similar. 

Apart from the strictly erotic behavior of the 
homosexual, it should be remembered his social 
behavior varies little from the social behavior of 
others. Many regard the homosexual as a rare 
clinical phenomenon, a delinquent in conflict with 
the law, a person indiscreet in his soliciting of sex- 
ual partners and too open in his display of sexual 
activity. They think of the homosexual man as ef- 
feminate in speech, manners, and appearance; and 
they believe he gravitates toward the artistic and 
will choose vocationally that which belongs pre- 
dominantly to the female sex. Such mental associa- 
tions obviously concern only a few. 

Persons participating in homosexual behavior 
come from all walks of life and live responsible 
lives. Proof of this can be seen in the fact that more 
than one-third of those interviewed by Kinsey had 
histories of homosexuality. This means that we 
must not too quickly condemn homosexuals as being 
a small group of “psychopathic personalities” or 
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**perverts.”” We must realize that homosexual be- 
havior runs through our whole social structure to a 
much larger degree than ever supposed. 


Not Inherited 


It has often been assumed that homosexuality is 
an inherited characteristic. This has not been 
demonstrated as fact. Such studies as have been 
made of families of homosexuals do not indicate any 
inheritable tendency. It has also been thought that 
homosexuality is caused by some defect in glandu- 
lar structure or some hormonal imbalance. This, 
too, has not been shown to have a bearing upon the 
incidence of homosexuality. Homosexuality has 
been thought to be a psychopathic defect in per- 
sonality, allied, at least remotely, to criminality. 
Nor has this been proven either. 

An increasing number of cases treated point to 
the fact that homosexuality is a personality com- 
ponent that is found in many people suffering from 
a neurosis. It is felt that, in childhood, rejection by 
the mother—a rejection not only of the male child’s 
budding sexuality, but a rejection of the child him- 
self—leads him, early in life, to draw the conclusion 
that the female sex holds nothing of pleasure, un- 
derstanding, or joy for him. Given this rejection 
by the mother and a lack of interest on the part of 
the father, and an incipient homosexual can be in 
the making. He will have neither a feeling of warmth 
or expectation from women nor an identification 
with men to pattern himself after. 

Another cause of homosexuality in the male is 
thought to be the overprotective and doting mother, 
who holds her child close to her, while a harsh 
father leads the child to fear physical violence from 
him. The child begins to develop an identification 
with women and women’s interests and pursuits. 
Little in the activity of the father leads the child to 
feel he wants to identify with him and pursue male 
interests. Also, he is afraid to assume aggressive 
masculine attitudes, out of fear that they would 
result in retaliatory physical harm (castration). 
And so, he.is forced into identification with the 
female, as the less dangerous choice. 

With women, the same situation tends to prevail. 
The female is rejected by the father so completely 
that she never seems to aspire to win and please the 
male. The father has never indicated that she could 
play any positive and useful role in his life, and so 
she turns away from men and masculine company 
and has no wish to enter into relations with them, 
sexual or otherwise. Conversely, if the mother is too 
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rejecting and disinterested in her daughter, the 
girl can be thrown into a relationship with her 
father that causes her to identify with him and be- 
come masculine in her outlook and aims. She comes 
to think less of her role as a woman, and she tries 
to be like men. The result is that she develops an 
unsatisfactory relation with the male, and her sexual 
activity becomes predominantly homosexual. 

There are undoubtedly variations of these four 
patterns, but the bulk of evidence seems to indicate 
that homosexuality is the result of long-standing, 
unsatisfactory personality development, dating al- 
most from birth onward. 

Another factor entering into the personality de- 
velopment of the homosexual is the fact that, if he 
finds his way into homosexuality early and as a re- 
sult is exposed and ostracized, then he is per force 
thrown in the company of homosexual companions. 
Further, if he is committed to a penal institution for 
homosexuality, he is almost certain to be thrown 
among those of similar make-up, which only tends 
further to set his pattern. 


Complete Cure Rarely Achieved 


Assuming these theories to be correct, treatment 
and readjustment of the homosexual’s complexes 
are not easy. The fixation of the personality in the 
direction of homosexuality can become as “‘set” as 
any other personality pattern or trait. Its removal is 
most difficult. On the whole, it is as difficult to 
remove as any severe neurosis and, possibly, as 
difficult as the removal of some psychotic patterns. 

Treatment of the personality with the hope of 
complete change of behavior pattern simply cannot 
be undertaken by the general practitioner. The 
most skilled and honest practitioner of psychiatry 
would be very guarded in his prognosis in regard 
to the treatment of a homosexual and making him 
over into a heterosexual. This has been accom- 
plished, but the number of successful cases is rela- 
tively few. The treatment is long and tedious and 
often requires from one to two years or more of 
intensive psychiatric treatment, preferably Freudian 
psychoanalysis, carried on five times weekly. The 
personality pattern is so definitely set that nothing 
but extreme methods can change it. 

Families having a homosexual member must be 
told that treatment is long and tedious, and that it 
must be carefully planned and carried out. The 
patient himself must have a deep desire to change. 
Relatively few homosexual individuals have this de- 
sire. In the first place, they have already derived 
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considerable gratification from their orientation and 
find it both acceptable and desirable. 

Those who cannot orient themselves to homo- 
sexuality find they need a long treatment period in 
order to effect change. And this treatment is ardu- 
ous and painful—painful to the extent that new atti- 
tudes, new points of view, and new behavior must 
be adopted. 

Adopting new attitudes and behavior is extreme- 
ly difficult, and many homosexuals are just unwill- 
ing to put themselves through the ordeal. They may 
be dissatisfied with their status, but they just do 
not have enough desire to change, nor enough 
motivation to carry it through. Many of them try 
psychiatric help for a few visits and decide to give 
up treatment and continue their homosexual ac- 
tivities. It is too difficult, they find, to give up their 
way of life. To make it more specific, the homosexu- 
al finds it as difficult to leave his homosexual orien- 
tation as it would be for the heterosexual to leave 
his and go over to the other side. The motivating 
force to do so is generally social pressure and dis- 
approval, with only a lukewarm desire to change. 
Therefore, at the present time, psychiatry offers 
onlya long, arduous and painful treatment regimen, 
with a guarded prognosis for complete cure. 


Management Can Be Effective 


While treatment of the homosexual to modify 
him into a heterosexual is very difficult, the man- 
agement of the homosexual is another matter. Here 
the general practitioner should be ready and able to 
give treatment and helpful advice. For the homo- 
sexual, even though he may be satisfied with his 
activity, often turns to the physician for an evalua- 
tion, for a cure, or for a change to heterosexuality 
because he is so disturbed by the social problems 
that arise out of his activity. 

Often the homosexual lives in great fear that his 
impulses will lead him to some indiscretion that 
will cause exposure and social ostracism. Even 
though his behavior is discreet, he may be dissatis- 
fied and feel guilty about himself and want to dis- 
cuss his problem with someone. Or, he may come in 
contact with the law, be brought into court, and 
need the help of a physician in order to have justice 
done. 

Further, he may want help in strengthening his 
will power to discontinue homosexual relations. 
When this is his wish, the physician can supply 
help, encouragement, and friendly interest. The 
homosexual may seek advice from a physician as to 


whether marriage will help to cure his condition. 
Families may ask what can be done about a child 
who is showing homosexual inclinations. Many situ- 
ations of this kind call for understanding and advice 
from the general practitioner. On his knowledge 
and orientation to new ways of thinking abou, 
homosexuality depends the successful management 
or rehabilitation of the patient. 

For instance, the homosexual who occasionally 
gets into difficulty with the law may be put on pro- 
bation and, by weekly or monthly visits to a psychia- 
trically oriented and friendly physician, be able to 
control his behavior sufficiently to avoid repetition 
of an act that society calls a crime. His physician 
would know that probably he was lonely and found 
life rather uninteresting, and would treat him ac- 
cordingly. He would find out that he had drifted 
into homosexuality because of a desire for com- 
panionship and social satisfaction. The price he 
had had to pay for this social life was the price of 
abnormal sexual participation—a price which he did 
not consider too high, considering his already exist- 
ing impulses. By directing him into recreational 
pursuits and strengthening his resolve to avoid un- 
desirable associations, the physician could help 
him to function satisfactorily, according to more 
acceptable social mores. 

Successful management also includes the aid that 
a physician can render when called upon to give an 
opinion as to whether a homosexual is a danger to 
society. If a homosexual has been known to solicit 
children, then his tendency to become involved 
again is rather strong, despite his protestations. 
There is the individual who becomes involved only 
once, but who has the tendency toward repetition. 
If he is placed on probation, careful supervision for 
many months is needed. However, it does little or 
no good to put him in jail. If he does not become 
more involved in homosexuality while in the institu- 
tion, he comes out the same as he went in. 

Incarceration may cause the homosexual to be a 
little more discreet in his future behavior, but it does 
nothing to change the fundamental pattern of per- 
sonality. The young homosexual who is known to 
have committed repeated offenses prior to his twen- 
ty-fifth year, has probably established his pattern by 
that time. He needs psychiatric treatment to 
change. 

The man who becomes involved in homosexual 
activities in his late thirties or forties is more 
likely to be a one-time offender. He, too, requires 
adequate psychotherapeutic treatment to overcome 
his guilt at his behavior. 
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Treat as a Personality Problem 


It is important, therefore, that the physician rea- 
lize that homosexuality is a personality disturbance 
and treat it as such. It is an illness in many in- 
stances, and certainly, even for the best adjusted 
homosexual, is an unfortunate deviation in per- 
sonality which requires compensatory mechanisms 
on his part. The homosexual is no more to be 
blamed for his behavior than is an hysterical man, 
or a woman with a compulsion neurosis. The homo- 
sexual’s difficulty stems from forces which were in 
action long before he had control over his emotions. 

The general practitioner must be aware of the 
dangers of judging the homosexual on the basis of 
traditional opinions long held by some medical men 
who say that he is weak, depraved, antisocial, and 
predatory. This is only as true of some homosexuals 
as it is of some heterosexuals. Homosexuality is a 
mode of social behavior, and among those who adopt 
it are individuals who are delinquent in their be- 
havior and others who are not. There is too much 
tendency to judge the man or woman who confesses 
to homosexual behavior as a person who is obscene, 
perverted, wicked, lustful, and irresponsible, or one 
who undermines the mores of society. These accu- 
sations can also be leveled at heterosexuals, as well. 

Whenever possible, then, the physician should 
use his influence to prevent the court, the jury, or 
the community from being too punitive. A case of 
sexual offense in a small community may arouse 
great feeling, curiosity, and indignation, while the 
same offense in a large city may arouse the attention 
of very few people. 

If we, as physicians, become objective and dis- 
passionate about homosexuality, we will not be 
condoning its practice nor increasing its prevalence. 
We will merely be taking a constructive attitude 
about human behavior in a medically sound and 
humanitarian manner. 

The intelligent handling of homosexuals requires 
that everyone involved have the long perspective, 
realizing the frequency of homosexual behavior, its 
tendency to chronicity, and the difficulty of cure. 
An objective understanding, kindness, patience, 
and an appeal for more conventional social behavior 
can help the victim of this unfortunate personality 
disturbance. Condemnation, incarceration, and 
other punishments never have cured a homosexual 
and never will. The more humane the medical pro- 
fession becomes in considering this problem and 
investigating more thoroughly its causes and cure, 
the better it will be for all society. 
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An Example of Treatment 


A 32-year-old man was arrested by the police for 
soliciting men for homosexual relationships. His 
lawyer suggested a psychiatric interview, with the 
idea in mind of probation under supervision, rather 
than incarceration in an institution. 

The patient’s history revealed that he had lost his 
father when he was 2 years old and was brought up 
by an overanxious, demanding mother and a pas- 
sive, colorless aunt. He discovered in his adoles- 
cence that he was inclined toward the same sex. No 
man ever took any interest in him. He was not good 
at sports, and he was only moderately good at his 
studies. He went no further than high school. He 
had done factory work, not liking it much, and had 
no close friends or hobbies. His chief entertain- 
ment was an occasional movie. 

Upon questioning, the patient thought he could 
control his sexual behavior and not come in conflict 
with the law, if he “had something to do.” 

The psychiatrist told the court that, while he 
could not guarantee what the patient’s behavior 
would be, he thought that probation was more 
promising than putting the patient in jail. He was 
placed on probation by the court. He took up bowl- 
ing and became quite interested in it. He also joined 
a fraternal organization and had some small respon- 
sibility in connection with it. He struck up a friend- 
ship with a girl. This lasted three years, and they 
were considering marriage—the girl knowing his 
homosexual difficulties. Soon after their engage- 
ment, the girl became ill with an acute infection and 
died. The patient was so upset that he dropped his 
other social activities and went into mourning for a 
while. 

All this was learned subsequently, for the patient 
had given up his psychiatric visits after about the 
second year of his probation. When, in the fourth 
year of his probation, he lost his girl and gave up his 
social activities, he did not have the initiative to re- 
turn to the psychiatrist for help. In his fifth year of 
probation, in a period of loneliness, he went out and 
was picked up again by the police for soliciting. 

In psychiatric interviews, the psychiatrist was 
never able to trace the roots of the patient’s inclina- 
tions. He was not the type of individual who showed 
much psychologic curiosity or adaptability to psy- 
chotherapy. So the psychiatrist had to content him- 
self with ego building maneuvers. The fact that the 
patient relapsed after five years was not surprising 
under the circumstances. It was because he had lost 
the enjoyable contacts he had built up that he 
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reverted to his open homosexual activities again. 

Sending this patient to jail would not have helped 
him to attain even the five years of emotionally 
healthy citizenship he had enjoyed. After the second 
experience, the same treatment procedure was again 
carried out and a closer watch kept of the patient. 


There have been no more infringements in his 
behavior. 

This case is presented to show that, if an effort 
is made to integrate homosexuals into the social life 
of the community, they can be stabilized and do not 
become involved in illegal behavior. 


Here’s a Helpful Hint... 


Che Canvas Countertraction Belt 


Tuts belt was produced especially as a means of counter- 
traction when children have a Gallows frame applied to 
them for traction when suffering from fracture of one 
or both femurs. 

From Figure 1, one can see that the countertraction 
canvas belt is made of two portions. The posterior por- 
tion which is felt-covered has two longitudinal straps 
and two horizontal straps. The longitudinal straps run 
right around the whole bed, mattress and spring in- 
cluded, and attach to the shorter straps which come 
off on the opposite side of the back portion. Then the 
horizontal straps pass around the bed in similar fashion, 
also attaching by buckles to the straps which come off 
from the opposite side of the canvas felt-backing. 

When these are tightened down sufficiently, the baby 
is laid (Figure 2) on the back portion, and the front 
portion of the felt-covered canvas belt is applied to it. 
The countertraction belt may be tightened or loosened 
according to the force of traction which is applied. 


This countertraction belt is very simple in its appli- 
cation, and it is extremely simple to keep clean. The 
idea is so simple in fact, that it is a great boon, both to 
the doctor in finding that the patient is not sliding up 
and down the bed or sitting on his neck or insufficient 
traction being applied; and also it is of great value to 
the nurse in that once applied during the day, it is suf- 
ficient to keep the baby in proper position until any 
changing will have to occur, whether it is changing of 
diapers or changing of bedding. 

By keeping the countertraction anterior portion of 
the belt narrow, it is possible to allow normal respira- 
tion and at the same time keep the belt far enough 
away from the diapers that it is not dirtied too fre- 
quently. 

The whole idea is also very inexpensive and, there- 
fore, several can be made up at one time in the hospital, 
so that changes can be made while one is being sent off 
to the laundry. —Max Atexanprorr, M.D. 
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BY JAMES R. JARVIS, M.D. 


Van Wert, Ohio 


When a child has his tonsils out, good anesthesia depends primarily upon preparing him psychologically. 
Preanesthetic medication must be given at the right time and in the right amount. Smooth induction is 
accomplished with Venethane and gradual addition of ether. In order to keep the patient at proper 
depth, the anesthetist must understand the changes in eyes, pulse, and respiration that signify 

variations in depth. Finally, many complications can be prevented if they are anticipated. 


Moke unnecessary troubles arise from a poorly ad- 
ministered anesthetic for a tonsillectomy than for 
any other operation—major or minor. There are 
only two things necessary for a good anesthetic for a 
tonsillectomy: a smooth induction and a smooth 
maintenance. I propose to outline to you how this 
can be done easily. This paper is prepared princi- 
pally with the general practitioner in mind who 
gives the anesthetic to his own child-patient. It is 
not intended to cover anesthesia for tonsillectomy 
in adults who should be intubated by an anesthesi- 


ologist having special training. 


Preparation for Surgery 


The general practitioner should explain to the 
child at his office what is going to happen. Tell him 
that on such and such a day mother will take him to 
the hospital, and the nurse will give him some medi- 
cine (don’t say “shot’’), and shortly afterward he 
will go to sleep, and when he wakens the tonsils will 
be out. 

Explain to the parents the necessity of no break- 
fast, water, or chewing gum, and to have the child at 
the hospital early. Don’t have them come about an 


hour before surgery, as at times a child has a fever 
and is cancelled out, moving up the next case and 
not allowing sufficient time for premedication. 

Premedication. Good premedication is the most 
important thing for a smooth induction. This past 
six months I have been experimenting with the use 
of intramuscular Nembutal and hyoscine and have 
been pleased with the results. In over fifty cases, in 
which this combination was used for children, ap- 
proximately 60 per cent had no recollection of the 
entire affair, about 30 per cent had only a hazy 
recollection, and 10 per cent remembered, but only 
two patients required restraint for induction. 

Postoperative vomiting was also considerably re- 
duced. In thirty-five consecutive tonsillectomies, 
there was no vomiting after returning from operating 
room in twenty-seven cases, slight vomiting in seven 
cases, moderate in one. Only a few of the children 
complained of the shots hurting and this only for a 
short period. The majority of the children slept 
more or less for three to five hours after surgery, the 
shortest period being one-half hour and the longest 
eight hours. There were no cases of respiratory de- 
pression or secondary abscess formation. 

The dosage schedule for Nembutal and hyoscine 
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Table. 1. Dosage schedule. 


Nembutal 
Mg. 


25-30 
30-35 
35-40 
40-45 
45-50 
50-55 
55-60 
60-65 
65-70 
70-75 
75-80 
80 


is shown in Table 1. The medication is given deep 
intramuscularly in the buttock one hour to one and 
one-fourth hours before surgery. Many children 
will be asleep in thirty to forty-five minutes and will 
stay asleep up to two hours unless disturbed. This 
also is advantageous, as the premedication does not 
wear off when schedules are behind time. 


Induction 


A few pointers regarding the induction period 
are in order. When giving an anesthetic to children, 
remember that they are in the operating room not 
by choice. If they are not adequately prepared, they 
will definitely be afraid. Don’t add to this fear. For 
example, never use a face mask until the child is 
asleep. Don’t make any move without first telling 
him about it. 

First of all inspect the mouth for chewing gum or 
loose teeth, then grease the face to protect it from 
ether burns—tell the child you are going to make 
him pretty like mother and put cold cream on his 
face. Tell him that he can’t go to sleep with his eyes 
open, and that you will help him. Then put a piece 
of damp cotton over them. 

For induction, I prefer Venethane and make a 
game out of it. I tell the child I am going to let him 
smell some stuff and see if he can guess what it is. 
Then I give just a few drops and ask him if it smells 
like apples; no, not apples, how about bananas? 
This goes on until he is asleep, and that only takes a 
minute or two. The Venethane is started very slow- 
ly, not over six drops in ten seconds, gradually in- 
creasing to a maximum of fifteen to twenty drops in 
10 seconds, never in a stream. 

The left hand holds the mask on the face, with 
the little finger on the thyroid cartilage to feel the 
swallowing reflex. Continue a regular drip of Ven- 


ethane until the swallowing reflex is abolished or 
only an occasional swallow is noted. Now turn the 
head sideways, remove the pillow, if one has been 
used, in order to keep mucus out of the pharynx 
and in the hollow of the cheek. 

A few drops of ether are now added, followed by 
more Venethane. More swallowing, breath-holding, 
or coughing, calls for Venethane and less ether. 
Otherwise, gradually increase the ether and de- 
crease the amount of Venethane. 

Do not remove the mask unless absolutely neces- 
sary to clear the airway; do not remove only for in- 
spection. Remember the thing that puts your pa- 
tient asleep is not the ether on the mask but the 
vapor under the mask. Every time you even raise 
the edge of the mask the heavy ether vapor spills 
out and the anesthetic becomes jerky. Except for 
actual vomiting or excessive mucus in the throat, 
there is no reason to remove the mask until the 
anesthetic is fairly deep; wait until respirations are 
a little more shallow, or until inspiration is shorter 
than expiration. If the eyeballs can be watched 
without removing the mask, you will notice the 
movements have stopped and that pupils are con- 
stricted or slightly dilated and on center when ap- 
proaching adequate depth of anesthesia. 

When these signs are present, suction out the 
throat, place the ether hook under the top side of 
the mask and start slowly oxygen-ether vapor. You 
can rig up your own oxygen-ether outfit by inter- 
posing a regular ether bottle between the oxygen 
tank reduction valve and the ether hook. Don’t put 
the hook on the under side as it allows a crack for 
vapor leakage. 

Also very desirable is an oxygen bypass by using 
two glass ““Y” tubes, a short piece of rubber tubing, 
and a hemostat. Connect the base of one of the glass 
**Y” tubes to the oxygen rubber hose, and the base 
of the other glass “Y” to the rubber tube going to 
the ether tip. Now connect one arm of each “Y” to 
the inlet and outlet of the ether bottle and connect 
the remaining arms of the two “Y” tubes together 
with a foot or more of rubber tubing. When the 
hemostat is clamped on the rubber tube connecting 
the arms, all oxygen passes through the ether. When 
the hemostat is clamped on the rubber tube going 
to the ether bottle, all oxygen is bypassed directly 
to the patient. 

Now just as you reduced Venethane administra- 
tion and increased ether, you increase the oxygen- 
ether and decrease the drip ether. When certain of 
adequate depth of anesthesia, remove the eye pad 
and leave it off, remove the mask, plug both nostrils 
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Age Hyoscine 
Mg. 
3 0.2 
4 0.2 
0.2 
6 0.24 
: 7 0.24 
8 0.24 
9 0.3 
10 0.3 
0.3 
12 0.4 
13 0.4 ‘ 
14 0.4 
62 
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with cotton to prevent dilution of the oxygen-ether 
with air drawn through the nostrils, and allow the 
surgeon to start. On the average this induction re- 
quires ten minutes. 


Maintenance of Anesthesia 


In order to maintain a good surgical anesthesia, 
you must learn the important signs of changing 
depth. You must anticipate the approaching light- 
ening or deepening of the patient and alter the rate 
of flow of oxygen-ether before the patient is too light 
or too deep. Don’t wait for apnea as a sign that the 
patient is too deep, or for laryngospasm as a sign 
that he is too light. The important signs are pre- 
sented in the outline that follows: 


A. Signs that should be present at the start of surgery 
1. Pupils moderately dilated 
2. Eyeballs on dead center 
3. Inspiratory phase shorter than expiratory 
4. Short pause between inspiration and expiration 
5. Depth of respiration definitely more shallow than earlier 
6. Pulse regular and full volume 
B. Signs present when too light 
1. Teardrop appears 
2. Eyeballs off center; previously on center 
3. Eyeballs moving 
4. Pupils dilated with quite active light reflex 
5. Inspiration equals expiration with little or no pause 
6. Pulse rapid and bounding 
7. Gag refiex present 
C. Signs present when too deep 
1. Pupils widely dilated and no light reflex 
2. Shallow slow respirations 
3. Choppy respirations 
4. Pulse rapid and low volume 
D. Signs by themselves of no value 
1. Pupils dilating 
2. Pupils constricting 
3. Respiration irregular or jerky 
4. Sounds emitted by patient 
5. Laryngospasm 
6. Pulse increasing in rate 


As I mentioned before, anticipate changes in 
depth of anesthesia. For example, when the surgeon 
is using suction, automatically increase the flow of 
oxygen-ether, as it is surprising how much vapor is 
withdrawn by the suction, depriving the patient of 
this amount. Concerning this point, I would sug- 
gest that your surgeon use a suction tip that has a 
hole in the side of the handle, so that when it is 
used as a tongue depressor no suction is present, 
and when suction is desired he covers the hole in 
the handle with a finger, creating suction at the tip. 
Also, be sure the patient is quite deep when the 
snare is applied because of the excessive suction to 
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Chart 1. 


be used immediately afterward. Remember, it is far 
easier to prevent laryngospasm than to correct it. 

I have no sympathy for the surgeon who expects 
and deserves a good anesthetic, and yet asks the 
anesthesiologist to keep the throat sucked out. The 
anesthesiologist has only two hands and one point 
of vision, and should not be expected to assist at sur- 
gery. The fingers of one hand, usually the left, should 
raise the tip of the mandible well up to keep the 
airway open, and fingers of the other hand should 
be palpating the pulse constantly and raising the 
eyelids to check eye signs, except when changing 
the flow of oxygen-ether vapor. It is only by ob- 
serving changes in the pulse that any evaluation 
of circulatory function can be made. Single rate 
counts are worthless; it’s a decreasing or increas- 
ing rate that shows which way the depth is going. 

As a rule, a decreasing pulse rate, with full vol- 
ume, means a deepening plane of anesthesia. An 
increasing rate can mean either, depending on the 
volume. An increased rate with decreasing volume 
means a still deeper plane is developing, whereas 
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increasing rate with increasing volume means a 
lighter plane is approaching (Chart 1). 

As for your eyes, they don’t belong gazing in the 
patient’s throat but should most of the time be 
observing the respiratory phase. The accessory 
muscles of respiration are always reduced to the 
point where visual expansion in the chest is nearly 
zero when in the proper surgical plane, so watch 
the stomach or diaphragmatic breathing, not the 
chest. The most accurate of all signs is the character 
of the respirations. Keep them a little shallow, with 
shorter inspiration and a pause after expiration 
(Chart 2). 

Eye signs are of value, but only the movements of 
the globes are always accurate. Motion of globes 
continues until the first plane is passed through. 
They are off center but not moving in the second 
plane, on center for the third and fourth planes. 
However, remember if the child has a congenital 
muscle imbalance, the eyes will always be off center 
regardless of the plane (Chart 3). 

As for pupil reactions, the light reflex is the only 
accurate sign, being present in light planes and lost 
in deep planes. As a rule, when no morphine is 
used, the pupils tend to start out dilated. They 
gradually constrict to the lower second plane, then 
dilate again. Look at both eyes at once. Frequently 
one pupil will be much more dilated than the other, 
proving the point that pupillary size is not an ac- 
curate guide to depth of anesthesia, as both eyes 
are equally anesthetized. 

When the time approaches for adenoidectomy, 
remove the plugs fom the nares, lighten the anes- 
thesia rapidly, and if you can, continue oxygen 
and stop the ether. One would like to have the 
cough and swallowing reflexes return before the 
patient leaves the operating room. With practice 
the anesthetic can be stopped early enough todo this. 


Complications 


Regardless of your training, certain complications 
arise that you must be able to cope with. A few of 
the more common ones and the recommended treat- 
ment will be discussed. 

Laryngospasm. This is usually the result of one of 
two things—irritation of the cords by mucus or 
blood, or irritation by too strong a concentration of 
ether vapor. Prevention begins with adequate pre- 
medication to reduce the production of mucus, and 
keeping the head turned sideways during use of the 
mask to keep the mucus anteriorly and away from 
the throat. As for treatment, clear the throat of 
mucus, stop all ether until spasm is abolished, then 
start more slowly. If, regardless of how little ether 
is given, a mild laryngospasm is produced—this 
happens at times—continue the ether in spite of the 
spasm, observing closely for signs of anoxia. At 
times it is necessary to carry the patient to a very 
deep plane before the laryngospasm is entirely 
abolished. 

Twitching or Convulsions. An annoying and at 
times serious complication is muscle twitching or 
actual convulsions, occurring more frequently dur- 
ing induction. But they may occur even in deep 
anesthesia. The most likely cause is an accumula- 
tion of carbon dioxide or a lack of oxygen. Accumu- 
lation of carbon dioxide may be due to using too 
thick a gauze over the mask and keeping it too wet 
with ether. This will obstruct the passage of carbon 
dioxide out, or air in through the mask, just as a 
pair of water wings will allow air to pass through 
the material when dry but not when wet. 

Don’t wait for an actual convulsion before doing 
something about it. Twitching muscles indicate 
trouble. Remove the mask and give pure oxygen. 
This usually is all that is necessary, and by remov- 
ing some of the gauze on the mask, the anesthetic 
can be continued without further trouble. 

If twitchings get worse or if actual convulsions 
occur, give 2 to 4 cc. of 24% per cent solu- 
tion of Pentothal or 0.5 cc. of Nembutal solution 
intravenously. The former is preferred. Doses are 
repeated until the convulsions stop. Oxygen of 
course is given constantly, maintaining a clear 
airway. Artificial respiration is used if breathing 
stops because of excess Pentothal. Those who 
have the training can intubate these patients, 
but it rarely is necessary. Again, as a rule, ade- 
quate exchange of carbon dioxide and oxygen 
will prevent recurrence of the convulsions, and the 
operation can be continued. Only in cases in which 
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anoxia has been present long enough to cause cya- 
nosis for a minute or more is it preferable to post- 
pone surgery. 

A few minor sources of trouble are worth mention- 
ing. At times, in spite of what seems like an ade- 
quate flow of ether, the signs of too light a plane 
appear. Here are some of the things to check: 

Smell the ether tip, there may be little or no flow 
due to a loose plug in the ether bottle, kinked tube, 
or tube detached from the bottle or hook. When 
using oxygen, the tank may have “run dry.” 

Improperly constructed ether hooks are a source 
of trouble. If the opening is in the side, the vapor is 
partly blown out of the mouth, and if directly on 
the end, it is too concentrated a flow to the throat 
with resulting laryngospasm. I have not found nasal 
hooks or nasal catheters satisfactory; too concen- 
trated vapors are necessary and these are irritating 
and drying to the nasal membrane. 


Present Status of ... 


Osteoporosis Due to Recumbeucy 


Ir HAS BEEN demonstrated frequently that patients im- 
mobilized in a recumbent position for long periods of 
time become susceptible to certain generalized metabolic 
changes, including increased calcium excretion with 
urinary lithiasis, increased excretion of sulphur, nitro- 
gen, phosphorus, and calcium, and a tendency to pro- 
longed negative nitrogen balance. Stevenson has also 
called attention to the likelihood of development of 
osteoporosis in such patients and has pointed out that 
permanent structural changes may occur, particularly 
in children. 

In a study of eighty-five patients who had been immo- 
bilized without suspension for at least three months, all 
showed osteoporosis in one or both lower limbs. The 
immobilization of one lower limb produced osteoporosis 
of the entire hind quarter. Walking patients with tuber- 
culous arthritis sometimes did not develop osteoporosis 
for months or even years; but when they were immobil- 
ized in a recumbent position, rarefaction of the bone 
developed rapidly. The changes were not influenced by 
the type of disease, since exactly similar effects followed 
immobilization for tuberculous arthritis, Still’s disease, 
rheumatoid arthritis, and traumatic synovitis. 


GP e April, 1953 


Postoperative Care 


Unnecessary deaths occur from poor care during 
the immediate postoperative period. I prefer keep- 
ing the patient on the table till the gag reflex has 
returned and all bleeding has stopped. A short air- 
way, if tolerated, is inserted, and the patient is re- 
turned to a specially prepared bed. 

The knee elevator on the bed is cranked up to the 
maximum. The child is placed on his belly with his 
head at the foot of the bed and his belly and hips 
over the bend. This facilitates drainage and makes 
it easy to aspirate. Suction should, of course, always 
be set up next to the bed before the child returns 
to his room. 

When he awakens the bed is flattened and he is 
allowed to sleep off the Nembutal. This usually 
takes three to four hours, but may take the rest of 


the day. 


Characteristic radiographic patterns included a gen- 
eralized decrease of bone density, a zone of more intense 
porosis at the original metaphysis, and a narrower zone 
immediately deep to the cortex at the bone ends. In 
some cases the loss of cancellous bone appeared to be 
due more to mechanical disintegration during the stage 
of intense porosis than to destruction caused by the 
disease itself. It would seem that reduction in the de- 
gree of osteoporosis by the maintenance of a positive 
calcium balance would aid in the healing of the disease 
process. 

Permanent changes resulting from osteoporosis in- 
cluded flattening of the anterior-posterior diameter of 
the chest in children maintained in prolonged recum- 
bent immobilization, a greater incidence of fractures 
during the period of remobilization, and a common oc- 
currence of coxavalga in young children who had one 
lower limb immobilized, for disease of the knee, in a 
Thomas splint. Although the author did not deny that 
immobilization of a diseased joint may be necessary, he 
suggested that further search should be made for meas- 
ures to counteract the effects of prolonged recumbent 


immobilization. (J. Bone & Joint Surg., 34B: 256, 1952.) 
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Figure 1. Homogeneous opacity of right upper lobe, 
and mottling of remainder of right lung and in 
parts of left lung. Represents tuberculous pneu- 
monia with bronchogenic spread. 


Figure 2. Diffuse tuberculous pneumonia, with cavi- 
tation, in left lung and middle third of right lung. 


Figure 3. Tuberculous pneumonia with 
cavitation of right upper lobe. Bronchogenic 
spread to both lower lobes followed hemoptysis, 


Acute Cuberculous 
Pucumonia 


PATHOLOGICALLY, tuberculous pneumonia has two dis- 
tinguishing features: acuity and the formation of a 
cellular exudate in the alveoli. Caseation, which is so 
characteristic of tuberculosis, usually follows. The 
caseated material then undergoes liquefaction leading to 
cavity formation. 

Acute tuberculous pneumonia of lobar or segmental 
extent is the most severe form of tuberculous pneumonia. 
It is due to the implantation of large numbers of tubercle 
bacilli in the lung of individuals with very low resistance 
to tuberculosis. Most commonly large amounts of caseous 
material teeming with tubercle bacilli are aspirated into a 
lobar or segmental bronchus. The caseous material 
usually originates from a cavity or a lymph node. Spread 
occurs by contiguity or further bronchogenic aspiration 
until an entire lobe or lung may be involved. This disease 
is seen most frequently in Negroes, Puerto Ricans, 
Indians, and Chinese. 

Clinically, acute tuberculous pneumonia is charac- 
terized by marked toxicity and may be mistaken for 
pneumococcic lobar pneumonia. 

Before the advent of satisfactory chemotherapy for 
tuberculosis, this form of the disease rarely became 
absorbed and fibrous tissue formation was unusual. It was 
almost universally fatal. However, with the use of proper 
chemotherapeutic agents, symptoms are controlled, 
resorption may occur and fibrosis ensue. 

Roentgenographically in the early phase there is a 
homogeneous area of increased density occupying part of 
a lobe or several lobes. In this stage the x-ray features may 
be indistinguishable from lobar pneumonia. As caseation 
and liquefaction occur, areas of rarefaction appear within 
the pneumonic density, representing cavitation. Con- 
fluence of the necrotic portions results in larger cavities 
often having the same x-ray features as lung abscess. 
However, the clue to the tuberculous nature of the pro- 
cess may be the presence of a pericavity spread or typical 
tuberculosis in other parts of the lungs. It must be recog- 
nized, however, that it is frequently impossible to make 
the differentiation except by. sputum examination for 
tubercle bacilli. 
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BY PAUL WILLIAMSON, M.D. 
University of Tennessee, Memphis 


Beyond doubt, rest is a prime therapeutic agent. In devising proper prescriptions of this agent, one must 


remember that it implies physical and mental relaxation—not necessarily immobilization in bed. The zealous 


general practitioner should be an assiduous guardian of his patient’s right to rest. Careful attention to this phase 


of treatment is often more important than the use of more elaborate techniques. 


THE only truly great universal therapeutic weapon 
at our command is rest, yet less is said about it and 
less is taught about it than any other medical sub- 
ject. The good general practitioner should be an 
artist at securing rest for his patient. This implies a 
physiologic state of inactivity for the injured or 
diseased part. In reviewing the catalogue of diseases, 
freckles and hirsutism seem to be about the only 
conditions not benefited. 

Quite seriously, one could write a treatise on the 
ways of applying rest. May we simply cite a few 
examples? 

1. Cuts and Bruises. A cut on an extremity will 
heal more quickly and more cleanly if the part is 
immobilized. A hematoma following bruising will 
benefit similarly. This is a well-known fact, yet how 
many of us take time to apply a simple splint? 

Next time you have a patient with a cut finger, 
prove this for yourself. Stick the edges of the cut 
together with a piece of cellophane tape (no stitch- 
es), then take an old fashioned hairpin (not a bobby 
pin) and wrap it with several layers of tape. Use this 
to splint the joints proximal and distal to the cut. 
It may be the cellophane tape, but I think rest does 
the trick. 


2. Pneumonia. One who trundles an acutely ill 
pneumonia patient to x-ray has not only violated 
the principles of rest, but has admitted abysmal ig- 
norance of physical diagnosis. In such cases, rest 


Cellophane tape 

plus 

old-fashioned hairpin 
result in 


a simple splint. 


implies not just being put in bed, but being made 
comfortable. Let the patient assume the position he 
wishes, use a little codeine or a procaine nerve 
block for the pleural pain if needed, and tell the 
nurse to let the patient alone other than to do what 
is necessary to keep the bed comfortable. 

Examine the patient carefully once, and then let 
him alone for twenty-four hours. Do not get curious 
to see if his chest findings have changed in six hours. 
They haven’t. Routine care of the mouth will be 
gratifying to most patients, but, unless he wants the 
bath and the other items of the nursing routine, 


CS 
Rest - Mtversa. crapeutic gent 
: 
| 
ae GP + April, 1953 67 | 


It is 

usually preferable 
to have 

a dirty patient 
than 


a clean corpse. 


don’t make him take it. It is usually preferable to 
have a dirty patient than a clean corpse. 

Well-meaning friends can make rest impossible 
for such a patient. You should use a firm hand to 
limit their visits. In a similar manner, keep the fam- 
ily from worrying the patient like a dog worries a 
rubber toy. 

It is difficult to rest while being tortured. Next 
time you propose to give oxygen by nasal catheter, 
try it on yourself first. To the patient who is fully 
aware, nasal oxygen can be equal to the rack. This is 
not to criticize the procedure, for it is frequently 
very useful in patients who are not fully conscious. 


Well-meaning 
friends 

can make 

rest 


impossible, 


Rest for the pneumonia patient implies both 
physical and mental ease. It is well to suggest elim- 
ination of the cares of the workaday world, but you 
may upset him even more if you flatly forbid any 
business discussion. A nice discernment is required 
to answer this problem. 

3. Cardiac Decompensation. Most physicians pre- 


Murder mysteries 
or 

red hot love stories 
are 


definitely taboo. 


scribe digitalis and ammonium chloride, give a low- 
salt diet, and tell the patient to “take it easy.”” Some 
even use ion exchange resins, but few prescribe a 
definite regimen of rest. It is an accepted fact that 
nearly half the minor decompensations will respond 
to a rigid rest schedule with limitation of “‘in-be- 
tween” activity. Several fine physicians have told 
me that rest ts superior to digitalis in most of the mild 
cases. Since I haven’t had the courage to treat them 
without digitalis, I wouldn’t know. 


After forty-eight hours 
she will be sicker 
than he is. 


Never forget to set regular rest periods for people 
in early decompensation. You will find your results 
far more satisfactory. Here again, rest means com- 
fortable relaxation, both mental and physical. A 
good book—not a murder mystery (doubled pulse 
rate) or red hot love stories (tripled pulse rate)— 
something sedate, is satisfactory. 

4. The Flu. The average man doesn’t rest when he 
is put to bed with the flu. Usually, he’s about half 
mad, so he takes it out on his wife, which is anything 
but restful. (After forty-eight hours, she will be 
sicker than he is.) If you choose to put him to bed, 
give him some phenobarbital or chloral hydrate so 
that both he and she will get some rest. Not infre- 
quently, he will rest better doing some minor job, 


A slight jackknife 
position is superior 
after five minutes’ 
consideration of the 
anatomy of the region. 


and it is often safe to let him do a little work so long 
as he will not expose others. 

One barbarous custom is to give a man who is 
supposedly resting a thorough laxative. It’s unlikely 
he’ll have time to rest—if he does, it’s dangerous. 

5. Inguinal Hernia. Let’s take a postoperative 
inguinal hernia for a surgical example. Five minutes’ 
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consideration of the anatomy of the region will con- 
vince anyone that, for relaxation of the pull on the 
sutures, a slight jackknife position in bed is supe- 
rior. So, what do we do? Naturally, we have him lie 
straight in bed where each suture pulls like sin 
(possibly much worse at this time) and then pat 
him on the shoulder and say: ‘Now go ahead and 
get some rest.” That’s like telling a man who is 
about to be hanged just to relax—everything’s fine. 

With your next postoperative hernia, elevate the 
head of the bed fifteen or twenty degrees, and raise 
the knee lift six inches. See how much less narcotic 
you use. This is a simple application of the principle 
of rest. 

6. Psychoneurosis. Most people with the common 
psychoneuroses are simply whipping themselves 
mentally. If you can make the cells that hold the 
whip get some rest, the patient will at least have a 
respite. You can’t tell such a person to get hold of 
himself, quit thinking about it, etc. 

If you'll let me, I can prove this to you. Stop 
reading after the next sentence. Now, spend the 
next 30 seconds not thinking about a banana. See? 

Outside of psychotherapy (which is the best 
answer) there are two ways of making these cells 
rest. One is mild sedation. Happily, such areas of 
the brain are most susceptible to attack by seda- 
tives. The other way is to get the person busy at a 
task that requires all of his mental faculties. Ac- 
cording to the person’s mentality, this will vary 
from finding the bathroom to a study of the poly- 
phonic motets of Lhassus. 

7. Osteoarthritis. This common disease frequently 
responds to rest of the affected joints more readily 
than to any other form of therapy. In general,’most 
practitioners ignore the possibilities of such treat- 
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thinking about 


a banana. 


ment. Aspirin and heat are the usual standby pre- 
scriptions, with an occasional discussion of the mer- 
its of weight reduction and “taking it easy.” 

Letting an acute osteoarthritis patient use the 
affected joints without respite is equivalent to 
punching a broken nose with your fist. It just isn’t 
smart, but we do it all the time. 

Remember that the joints involved are essentially 
“worn out.” The cartilaginous surfaces are ex- 
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For some, LADIES? 
finding the bathroom 
may be a 

chore. 


coriated, and occasionally the bone is bared. Some 
regeneration is possible with assistance from the 
physician. While considering this, why don’t you 
reflect a moment on the power of aspirin to regene- 
rate cartilage? 


Using affected joints is equivalent to punching 
a broken nose with your fist. 


te Now spend the next 
Le 
Luz 
ls 
* 
sv 
7, 
2 GP o April, 1953 69 


\ 


\ 


/ 


PHASE 


INFARCTION 


AC U E 
| 
25 
: j bad a 
~MORPHINE | @ 
q 
: 


Practical Therapeutics 


BY W. PROCTOR HARVEY, M.D. 
Georgetown University School of Medicine, Washington, D.C. 


Arter the diagnosis of myocardial infarction is 
made, treatment depends on the symptoms and 
signs an individual case presents to the physician. 
It is obvious that the management of the patient in 
the initial early stages of an acute myocardial in- 
farction will differ from that of another patient 
seen several days later or one week following his 
heart attack. Rather than following any set stereo- 
typed rules, each case, as in all phases of medicine, 
must be individualized. 


Acute Episode 


Pain is often the most distressing complaint, and 
its relief is of utmost importance. Associated, is a 
typical fear that is usually a “fear of death.” This 
is particularly true of those who have had pre- 
viously known angina or coronary artery disease. 
It is natural that such patients, who understand the 
connotation of a “heart attack,” should display a 
real fear as to the outcome of their present diffi- 
culty. Physicians, likewise, having an acute myo- 
cardial infarction, are even more prone to have this 
tangible fear and apprehension because of their 
knowledge about the disease. 

It is interesting that a patient suffering from a 
gallbladder or renal colic does not exhibit the same 
type of fear, in spite of the pain being equally or 
even more severe. The major difference lies in the 
frequent association of death with the man having 
a myocardial infarction. 

When we remember how emotional factors can 
influence even a normal heart so that tachycardias 
(sinus, auricular, and ventricular), conduction dis- 
turbances, and other arrhythmias can result, then 
there is all the more likelihood of similar disturb- 
ances in the damaged heart. 
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MANAGEMENT OF ACUTE MYOCARDIAL INFARCTION 


It follows that the relief of pain and anxiety 
should represent one of the first aims of treatment. 
Morphine still ranks as the drug that consistently 
is most effective in the majority of cases. An initial 
dose of 15 mg. (subcutaneously or intramuscularly) 
is usually sufficient. If symptoms persist, an addi- 
tional 15 mg. should be given and repeated if nec- 
essary. Sometimes, when the pain is particularly 
severe, morphine may be slowly administered intra- 
venously. The effect may be dramatic in its relief of 
pain, fear, and also dyspnea, if present. 

The failure of morphine to relieve pain is often 
the result of too small a dose, such as 6 or 8 mg. 
One should not hesitate to give 15 mg. initially of 
this important drug. Nausea and vomiting occa- 
sionally result but the effect is usually transient. 
If more relief of pain is necessary, then other drugs 
such as Demerol or methadon may be substituted. 

Naturally morphine is not the only drug to be 
used for pain relief and, depending on the prefer- 
ence of the individual physician, equally good re- 
sults may be obtained from other medication. In 
our experience, however, the use of morphine in 
sufficient dosage has proved clinically to be the 
most advantageous. 


It goes without saying that during the acute 
phase the patient should be at rest and preferably 
in bed. If possible the position most comfortable to 
the patient should be arranged. If dyspnea is 
present, elevation of the head with pillows, eleva- 
tion of the head of a hospital-type bed, plus the 
use of six-inch to eight-inch bed blocks under the 
posts at the head of the bed, will make breathing 
easier. Wooden bed blocks to elevate the bed are 
commonly used. If these are not available, a straight 
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1). Cinder blocks, often left over from building a 
house, make excellent bed blocks. Still another 
method is to remove the “rollers,” if present, from 
the foot of the bed. 

Rest usually follows the use of the opiates already 
described in the preceeding paragraphs. Mental as 
well as physical rest is necessary, so at this time a 
calm atmosphere should prevail in the sick room. 
Well-meaning friends and relatives of highly emo- 
tional caliber should be kept away as much as 
possible. 

In many hospitals there is a policy of sending to 
the patients weekly statements of expenses. This 
should be avoided by instructing the family to re- 
quest that the bill be sent to someone other than 
the patient, or the physician can request that the 
statements be withheld temporarily. We have seen 
examples of “set backs” in a previously uncompli- 
cated course when a sizable hospital bill was pre- 
sented. 


Oxygen 


This is of special importance in the presence of 
coronary pain, cyanosis, pulmonary edema, hypo- 
tension, or shock. Oxygen is most useful during 
the acute episode and is preferably administered 
by the mask or the tent. In the presence of pul- 
monary edema, positive pressure oxygen has been 
most useful. The question as to whether the tent 
or mask should be used depends on several factors. 
In hospitals where the oxygen therapy department 
is “top notch” and careful check of the tents and 


Figure 1. For relief of dyspnea the head of the bed can be elevated on blocks or a chair. 


chair under the head of the bed will suffice (Figure 


apparatus is made, a concentration as high as 50 to 
60 per cent can be obtained and is very satisfactory. 
On the other hand, if facilities are not adequate 
and tent equipment is poor, the mask is preferable. 
By means of the mask, concentrations from 50 to 
90 per cent are usually obtained. 

If the patient has a decided preference for the 
mask or tent, if possible, follow his wishes. For ex- 
ample, we have seen patients who have a type of 
claustrophobic reaction, feeling as though they are 
smothering in a tent, but who take the mask with- 
out any difficulty. Conversely we have all seen pa- 
tients who “fight the mask,” pull it off, and struggle 
against its use, who are perfectly content lying in 
the oxygen tent. 

Oxygen by nasal catheter should be used with 
acute myocardial infarction only if the mask and 
tent are not available. Concentrations as high as 
30 to 40 per cent may be obtained by this method. 

It is of interest to note that oxygen therapy may 
sometimes be successful in relieving pain where 
analgesics have failed to do so. 


Acute Pulmonary Edema 


When this complication accompanies the acute 
episode of myocardial infarction, the treatment is 
essentially similar as for pulmonary edema from 
other causes. The advantages of rest, morphine, 
and oxygen have already been discussed. Elevation 
of the head of the bed on bed blocks is likewise of 
value, not only allowing for better breathing but 
contributing to the retaining of any dependent 
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edema fluid in the lower extremities. Oxygen is 
preferably given by the positive pressure mask. 

Digitalization by a rapid-acting digitalis prepara- 
tion such as Cedilanid (Lanatoside C) or Digoxin, 
is preferred. Depending on the emergency of the 
situation, we have adopted the policy of giving the 
digitalis in divided doses. For example, rather than 
giving the usual digitalizing dose of 1.6 mg. of 
Cedilanid at one intravenous injection, we may give 
1.0 mg. initially and then 0.2 mg. every fifteen 
minutes to one hour until the total digitalizing dose 
is obtained. If an acute emergency exists, the total 
dose is given at a single injection. Precaution is 
always taken to give the intravenous digitalis slowly 
(a slow injection of any drug to a cardiac is always 
a wise precaution). 

A mercurial injection may also be given either 
intramuscularly or intravenously. Because of the 
documented fatal arrhythmias that have been re- 
ported from the intravenous route, we usually em- 
ploy the intramuscular. Diuretic action from the 
intramuscular injection begins only approximately 
one-half hour later than the intravenous. 

Tourniquets and phlebotomy may be resorted to 
and in some cases are definitely beneficial. Tourni- 
quets are applied to three of the four extremities. 
Care is taken to occlude the venous return but not 
to shut off the arterial flow. This can be checked by 
palpation of the pulses. Every fifteen minutes a 
tourniquet from one extremity is released and ap- 
plied to the limb that had no tourniquet. For con- 
venience, this rotation is usually in clockwise 
fashion. 

Phlebotomy of 250 cc. or more may be performed 
if the blood pressure is maintained and other meas- 
ures are not controlling the situation. Beneficial re- 
sults are occasionally seen, but this procedure is 
not so frequently performed today as in the past. 


The “Shock” Picture with the Acute Injury 


Those having this complication automatically 
comprise the group where mortality is highest and 
evaluation of therapy is necessarily the most diff- 
cult. There is disagreement on the best plan of 
management. This type of patient certainly needs 
oxygen. He may be without pain. If pain is absent, 
no morphine is required. The position of the pa- 
tient varies with the individual symptoms, and fre- 
quently the bed blocks must, at least temporarily, 
be placed under the foot of the bed. 

Vasopressors are used, in the form of Neo- 
Synephrine or nor-epinephrine, in an effort to ele- 
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vate the blood pressure from its “shock” levels. 
Neo-Synephrine is used first, and a practical method 
has been to inject very slowly by intravenous route 
up to 5 mg. of the drug. Continuous blood pressure 
recordings are made at the same time, and the in- 
jection is stopped when there is a significant rise in 
blood pressure. Five to 15 mg. may also be given 
intramuscularly and frequent check of blood pres- 
sure taken to see how long the vasopressor effect 
lasts. Sometimes it is transient, lasting a few min- 
utes, sometimes it lasts several hours, while occa- 
sionally the blood pressure is maintained thereafter 
out of the shock level. When it has been de- 
termined that the individual is capable of peripheral 
vasoconstriction but that such effect is transient, a 
slow intravenous drip of nor-epinephrine (1 ampul 
containing 4 cc. of Levophed, 1:1000 solution, in a 
liter containing 5 per cent dextrose in water) may 
be useful for sustaining the blood pressure. 

Frequently vasopressors are of no value (and con- 
ceivably can be a detriment) because the peripheral 
arterioles are already maximally constricted. 

Our present feeling is that it is worth giving a 
vasoconstrictor as a clinical trial. It is felt that some 
patients have unquestionably responded to their 
use. Frequently, associated with an acute myo- 
cardial infarction, the blood pressure falls to hypo- 
tensive levels, but clinically the patient does not 
exhibit any signs of shock. For example, he may 
have had a previous blood pressure of 160/90 and 
now maintains a reading of 100-110/60-70. Vaso- 
pressors are not indicated in this group because 
such blood pressure changes commonly occur and 
persist for days to weeks. The change from this 
hypotensive level to lower “shock” or “‘shocky” 
levels calls for a trial of vasopressor agents. 

Digitalization in this “‘shock”’ state has been ad- 
vocated. Again this is controversial. We reserve 
digitalis for those patients having significant or 
increasing congestive failure. The beneficial use of 
whole blood or plasma has been reported period- 
ically in medical writings. A practical approach in 
the “shock” picture is their use after a trial of 
vasopressor agents has failed to produce any result. 
Precautions are taken to administer blood slowly, 
stopping at any point where signs of worsening ap- 
pear, such as increasing pulmonary edema. 

The question of intravenous or intra-arterial 
blood transfusion is currently being debated. As far 
as the practicing physician is concerned, if blood is 
given it will probably be given intravenously be- 
cause of the lack of facilities in most hospitals for 
intra-arterial transfusion. 
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Arrhythmias 


The treatment of an arrhythmia that arises de- 
pends upon its type. Therapy consists of the usual 
specific medication. For example, paroxysmal ven- 
tricular tachycardia, the most serious of the tachy- 
cardias, would be treated with procaine amide or 
quinidine. Because of the emergency of the situa- 
tion, intravenous procaine amide would be the drug 
of choice. The occurrence of ventricular extrasys- 
toles is an indication for the use of quinidine 
(0.2 Gm. or .3 Gm. three or four times a day) as 
prophylaxis against ventricular tachycardia or ven- 
tricular fibrillation. 


After the Acute Episode 


The initial acute phase of myocardial infarction 
as a rule is over in several hours or one day. The 
management after this period presents a number of 
problems. 

Rest. Of prime importance is the amount and type 
of rest. For at least three weeks in the average case 
it is necessary to keep the amount of physical as well 
as mental activity at a minimum. After the acute 
attack, and as the days lengthen into weeks, com- 
plications become fewer and fewer. The first week 
to ten days may be particularly critical, so that 
careful attention paid to small details may make the 
difference as to whether the patient is helped over 
this difficult period. Rest, whether in bed or “arm 
chair” is vital during this stage. 

Levine’s recently introduced “arm chair treat- 
ment” of acute myocardial infarction deserves com- 
ment. Some confusion has arisen as to what this 
entails, and some have interpreted this as meaning 
early ambulation. Instead, a patient receiving this 
“chair” treatment is merely helped from bed and 
placed in a large, comfortable easy chair beside the 
bed. Here he is allowed to sit for variable periods of 
time during the day. From the chair he is assisted 
back into his bed. Other than sitting in the chair, 
the treatment is the same as in the conventional 
manner. Results to date are encouraging and have 
certainly not shown an increase in the mortality of 
the “chair” cases. 

We have had the opportunity of following a num- 
ber of these patients, and they have been allowed to 
judge for themselves as to whether they feel more 
comfortable in the chair or bed. With the onset of 
any fatigue they are placed back in bed. The length 
of time in the chair varies from fifteen minutes to 
several hours each day. Gradual daily increases in 


the length of time in the chair are allowed, again 
depending on the individual reaction to this pro- 
cedure. It is worthy of re-emphasizing that this is 
not early ambulation and is unassociated with any 
extra physical exertion. 


Oxygen Therapy 


As already discussed, the beneficial use of oxygen 
during the acute stage is unquestioned. Should oxy- 
gen be given in all cases? Can we select patients who 
have the greatest need for oxygen? How long should 
oxygen be continued ? These are practical questions 
and frequently asked. In the first place, oxygen 
therapy is expensive. In a number of hospitals the 
cost of a tent is about $24 per day ($1 to $1.50 per 
hour). The use of oxygen over a prolonged period 
is obviously quite expensive, and it should be dis- 
continued when there is no longer a need for its use. 
The patient exhibiting shock, severe hypotension, 
cyanosis, pulmonary edema, or continued pain 
should have oxygen. Only after relief of these symp- 
toms should it be discontinued. Some patients are 
first seen by their physicians after the initial acute 
phase is over; or they experience few or none of 
these typical symptoms. These patients do not 
need oxygen at this stage, and it would be an added 
unnecessary expense to an illness, the cost of which 
can be staggering. 

A case in point illustrates another aspect of con- 
tinuing oxygen therapy too long. A man seen re- 
cently was finishing his first week after a coronary 
occlusion. His initial course had been somewhat 
stormy, but he was now progressing satisfactorily in 
all respects, except one. When seen he was emo- 
tionally upset and his chief concern was his desire 
to be freed from the oxygen tent. He stated he felt 
better out of the tent where he was free of the feeling 
of everything “closing in” on him. The oxygen, 
which at first was necessary and beneficial was now 
detrimental. It was responsible for his agitated emo- 
tional state produced by a sense of claustrophobia. 
When he was left out of the tent, he relaxed, and 
his convalescence was uneventful thereafter. 


Anticoagulants 


The use of anticoagulants has resulted in a sig- 
nificant decrease in mortality. This is well illustrated 
by Wright’s combined study of sixteen co-operating 
hospitals, where the deaths were 23.4 per cent in 
the group receiving no anticoagulants as compared 
to 16 per cent in the group treated with antico- 
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Figure 2. Elastic bandages are useful, practical, and in- 
expensive prophylaxis for venous thrombosis in the legs. 


agulants. Thromboembolic complications were 26.0 
per cent in the control as compared with 10.9 per 
cent in the treated group. 

It is common practice today to employ antico- 
agulants in the treatment of myocardial infarction. 
However, many problems relative to their use arise 
for the practicing physician. Many of his patients, 
and rightly so, are treated for their heart attacks at 
home. Administration of anticoagulants to these 
patients, without laboratory control, is hazardous. 
Even with hospitalization and laboratory control, 
anticoagulant therapy is not without danger due to 
the bleeding complications. Although the incidence 
of fatal hemorrhage is low, the possibility of such 
should always be borne in mind. 

If hemorrhage occurs while on heparin, prota- 
mine sulfate should be given. If Dicumarol, Tro- 
mexan, etc., have been used, intravenous vitamin K 
oxide or vitamin K; oxide is preferable. If these are 
unavailable, vitamin K should be given. In addition, 
fresh whole blood should be available and used if 
necessary. 

An interesting study has been that of Russek, who 
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analyzed a large group of cases (1,047) of myocardial 
infarction who received no anticoagulants. These 
were divided into good and bad risk patients. 

Those comprising the poor risk group showed 
one or more of the following (from Russek and co- 
workers): (1) previous myocardial infarction, (2) 
intractable pain, (3) extreme degree or persistence 
of shock, (4) significant enlargement of the heart, 
(5) gallop rhythm, (6) congestive heart failure, (7) 
auricular fibrillation or flutter, ventricular tachy- 
cardia, or intraventricular block, and (8) diabetic 
acidosis, marked obesity, previous pulmonary em- 
bolism, varicosities in the lower extremities, throm- 
bophlebitis (past or present), or other states pre- 
disposing to thrombosis. The patients who showed 
none of these criteria on the first day of hospitaliza- 
tion were classified as good risks. 

The mortality was 60.0 per cent in the poor 
risk as compared with 3.1 per cent in the good 
risk. The incidence of embolic complications was 
again significantly different in the two groups—0.8 
per cent in the good risk and 10.6 per cent in 
the poor risk. 

It was further pointed out that the danger of 
embolic complication in the good risk group was 
comparable or slightly less than the over-all inci- 
dence of major hemorrhage in those patients re- 
ceiving anticoagulants. Further studies are natu- 
rally needed for better evaluation, although the 
above analysis of Russek appears to be a common 
sense approach to the problem. 

The expense of anticoagulants is still considera- 
ble. Dicumarol costs approximately four cents per 
50 mg. capsule; Tromexan costs thirty cents for 
300 mg. This certainly is not prohibitive, but the 
laboratory cost of a daily prothrombin estimation is 
$4. Although the clotting times can be done with- 
out cost to the patient, heparin costs around $7 
for 200 mg., according to current prices which 
exist locally. 

These facts can be more easily considered when 
we are dealing with the good risk patient. On the 
other hand, the poor risk patient certainly needs 
anticoagulant therapy, and it should be adminis- 
tered in a hospital. 

For prevention of thromboembolic phenomena 
the following procedures have been found useful, 
practical, and inexpensive: 

Elastic Bandages or Elastic Stockings. We routinely 
use elastic bandages (or stockings) applied on the 
legs from the feet to the knees. The elastic stockings 
are perhaps better, but elastic bandages are less ex- 
pensive and perfectly adequate (Figure 2). These 
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are kept on throughout the period of hospitaliza- 
tion. The nurse, members of the family, and even 
the patient are instructed as to the snug application 
of the supporting bandages. 

From the onset of the illness the patient is in- 
structed to wiggle his toes and move his legs fre- 
quently. His nurse massages his legs (and in par- 
ticular the calf muscles) at least three times a day. 
preferably more. 

As convalescence progresses and the patient sits 
in a chair, a large comfortable rocking chair has 
been found advantageous. As he slowly rocks, he 
automatically exercises his leg muscles. 

Such measures are simple but important, and 
can easily be carried out whether at home or in the 
hospital. 


This varies considerably and the desires of the 
patient influence it. After the acute stages, a soft 
diet is given as tolerated. Smaller, more frequent 
feedings are more desirable than large meals. If 
congestive failure is any problem, salt is restricted. 
After several days, if more solid food is desired, the 
regular diet is substituted, salt again being re- 
stricted if necessary. 

Most patients like to feed themselves and are like- 
ly to become emotionally upset to find themselves 
fed like a baby and not allowed to lift a spoon. Un- 
fortunately a number of the “standard” rules for 
“coronary care” have been handed down for dec- 
ades and unaltered by the doctors or nursing staff. 
It is true that the very acutely ill patient must be 
fed, but once this period is over, most patients are 
happier and more relaxed when they are able to 
feed themselves. 

The type of diet in convalescence should be pat- 
terned for the future, so that the patient becomes 
familiar with and understands what he should eat. Al- 
though the relation of cholesterol and fats to coro- 
nary sclerosis is still being debated, we have adopted 
the policy of advising a reduction in fats in the diet. 
If obesity or a tendency to same is present, weight 
reduction is also strongly advocated. Talks with 
the dietitian, and having printed diet lists and in- 
structions enable the patient to understand and 
follow his diet. 

Coffee and tea are frequently withheld from cardi- 
acs. We allow their use and have observed no un- 
toward effects, only a happier patient. 

Fluids are allowed ad lib, preferably to amounts 
between 2,000 to 3,000 cc. The extremes, restric- 
tion or forcing fluids, are to be discouraged. 


Smoking and Alcohol 


A surprisingly large number of people are “‘ad- 
dicted” to smoking tobacco. The physician fre- 
quently realizes this when he advises against smok- 
ing after his patient has had a coronary occlusion. 
Although the actual incidence of individual sensi- 
tivity to nicotine in tobacco is small, there is clinical 
as well as electrocardiographic evidence that it may 
be harmful to some. 

Following an acute myocardial infarction, we 
routinely advise giving up smoking during the cur- 
rent illness. If this imposes no undue emotional 
hardship, continued abstinence is recommended. 
For those patients who cannot break the habit, a 
compromise is met of cutting down on the number 
of cigarettes smoked per day, or switching to a 
brand from which a portion of the nicotine has been 
removed. Whether this accomplishes anything other 
than making the physician feel better is a moot 
point. At any rate, smoking is prohibited during the 
first critical weeks. 

For those in a habit of relaxing with a highball or 
cocktail, the continuation following a coronary oc- 
clusion is probably beneficial if only for its relief of 
tension and anxiety. As far as its action on the 
coronary vessels is concerned, an interesting ex- 
periment has been reported, using patients with 
known angina pectoris. An exercise tolerance test 
produced both pain and ECG changes of coronary 
insufficiency. After alcohol, the same exercise pro- 
duced no pain, but the ECG changes persisted. 
After nitroglycerin, both pain and ECG changes 
were absent. It was concluded that the action of 
alcohol in relief of this type of pain was cerebral 
rather than a direct effect on the coronary vessels 
as was the case with nitroglycerin. 

Particularly for the patient who is tense and 
anxious following his heart attack, alcohol several 
times a day has been useful. No harm is produced 
unless the appetite is so stimulated that he overeats. 


Ambulation 


Our patients are kept at rest, whether in bed or 
“chair,” for approximately three weeks. At the be- 
ginning of the fourth week, gradual but progressive 
ambulation is started. First, a patient takes a few 
steps around his bed, each day walking a bit further 
such as to the bathroom. By the end of the week, he 
is walking down the corridors. At the end of the 
fourth week, he is ready to go home (if he has been 
treated in a hospital). He can usually make the 
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trip in the family automobile, and on arrival home 
he should be carried up any stairs to his room. 

The next few weeks are a gradual resumption of 
activities requiring more exertion, such as climbing 
stairs. At first he should climb only a few steps, rest, 
and then a few more, and so on. Initially only one 
trip a day up a flight of stairs should be attempted. 
As time progresses, the number of trips up the 
stairs may be increased. 

During the second month after his “coronary,” 
he can get out in the fresh air, provided the weather 
is nice, and take walks gradually increasing in 
length. About the same time, automobile rides are 
encouraged and enjoyed. By the end of the ninth 
to the tenth week, he has gradually resumed a fairly 
normal type of activity. 

All during this period of convalescence and re- 
habilitation, he needs constant reassurance that 
things are progressing well and that he will be able 
to resume his job. A serene, cheerful atmosphere 
should exist at home, and the members of his family 
should be cautioned to avoid any type of domestic 
difficulty during this period. Usually two and one- 
half to three months after his acute episode, he is 
ready to return to his occupation. 


Occupation 


Fortunately most patients are able to return to 
their occupations. If a patient’s work is sedentary, 
such as desk job, salesman, lawyer, shopkeeper, or 
physician, he is able to pick up the reins again, and 
in doing so he regains his self-confidence. He 
should be advised to avoid if possible any emotional 
strain which is likely to arise in business. As an 
illustration, a patient who is a lawyer was known to 
become emotionally upset every time he came in 
contact with a certain colleague. It was subsequently 
possible for him to avoid business association with 
this other lawyer, and in doing so he eliminated a 
“trouble spot” as far as his heart was concerned. 

Also, when driving a car in traffic (which applies 
to most patients) he should be instructed to make 
an effort to avoid anger when another driver is rude, 
cuts in front of his car, etc. Once he realizes that 
anger does more harm to himself than to the traffic 
offender, he can more quickly forget the incident. 

An old-fashioned rule handed down is ‘do what 
you can do in comfort.” This is still a good general 
rule for these patients to follow. Any effort or exer- 
tion that produces symptoms should be avoided 
if possible. 

An occupation that entails heavy labor is, of 
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course, not suitable for patients with coronary 
artery disease. Often, the company with which the 
patient works has jobs of a more sedentary nature 
and will co-operate with the family physician in 
placing the patient in a less strenuous type of work. 
In some communities the local heart association is 
able to find work for such patients. 

The question of retirement is brought up by a 
significant number of patients following their myo- 
cardial infarction. For those left with such a dam- 
aged myocardium that they are unable to work, re- 
tirement is, of course, necessary. In others capable 
of carrying on their work, and who are financially 
secure, retirement is often advised. A too frequent 
expression has been “‘you have worked hard all of 
these years—now you can retire and enjoy life.” 

Although such advice is well meaning, it is not, 
as a rule, a practical solution unless the patient, 
himself, is highly desirous of quitting work. Most 
who leave their work to start “‘enjoying life” find 
that on the contrary, after a short time, they are 
bored and unhappy. They had always been in a 
busy and interesting occupation; now there is 
plenty of time to think about their heart ailment. 
In short, life often becomes miserable instead of 
pleasant. Whenever possible, and particularly in 
the case of men, we feel that it is of utmost impor- 
tance to return the patient to some type of oc- 
cupation. 


Hospitalization vs. Home Care 


Certainly not every patient having myocardial 
infarction should be hospitalized. Many are ade- 
quately cared for at home, being followed closely by 
the family physician. We are all familiar with pa- 
tients who are first seen several days or one week 
following their acute episode. Such patients may 
be progressing well even though no special treat- 
ment has been given up to that time. Home care for 
this patient is perfectly satisfactory if adequate 
facilities for rest, nursing care, etc., can be pro- 
vided by the family. 

If the patient is having a complicated course, 
such as acute heart failure, shock, thromboembolic 
phenomena, cyanosis, etc., then he should be hos- 
pitalized. The administration of anticoagulants 
should be reserved for patients in a hospital (unless 
the family physician has unusual facilites for follow- 
ing the prothrombin times or coagulation times at 
home). 

The acutely ill patient should be in the hospital 
where he is under constant surveillance by the hos- 


Figure 3. Every hospital should have a heart model for 
use by physicians in telling patients about heart disease. 


pital staff. The sudden development of a complica- 
tion, such as ventricular tachycardia or shock, is 
more quickly and easily treated in the hospital and, 
in these instances, quick emergency therapy may 
be life-saving. 

In summary, the family physician has to rely on 
his own judgment. Those with complications, more 


seriously ill, or poor risk patients, should be hos- 
pitalized. Those without complications and prog- 
ressing well may be treated at home provided fa- 
cilities are adequate. If there is any question about 
a patient, it is best to “err” on the side of sending 
him to the hospital. 


Education of Patients 


This is one of the most neglected aspects in the 
over-all care of patients with heart disease. Time 
should be devoted to a careful explanation of what 
his heart disease represents and how it was most 
likely produced. The majority of patients have no 
conception of what a heart looks like, or what 
causes their specific type of heart trouble. 

We have found the use of a large model of the 
heart one of the most valuable methods of educating 
our patients. Before leaving the hospital, the patient 
is shown the model, the valves, chambers, heart 
muscle, major arteries and veins, and in particular 
the coronary vessels that supply the heart. He is 
shown how collaterals from other arteries can sup- 
ply blood to the injured site of his heart. At the 
same time he understands how healing can take 


place with the formation of scar in this area. The 
use of diagrams to clear up any misunderstanding 
about the coronary circulation has been found use- 
ful. A model of this type should be used in all hos- 
pitals and made easily available to any member of 
the hospital staff. (Figure 3). 

Sometimes it is difficult for a patient to under- 
stand how a coronary vessel closes off. We have 
used a glass of milk as an illustration of how coro- 
nary sclerosis may occur. After the milk has been 
drunk or poured out of the glass, the skim lining 
the inside is clearly seen. Now, it is explained, sup- 
pose this skim dries and is not washed. The next 
day, more milk is poured into this unwashed glass 
and, on drinking again, a second layer or skim is 
deposited. If this is repeated day after day, it can 
be visualized how the entire inside of the glass could 
be eventually occluded, even though the process 
would take a long time. 

Invariably patients have been grateful for time 
spent in helping them to understand their disease, 
and they have frequently stated that unnecessary 
fear associated with their difficulty has been 
eliminated. 

In a similar manner, the importance of diet, 
weight reduction, and salt intake is carefully ex- 
plained. The purchase of bathroom scales is advo- 
cated so they can follow their weight. Any fluctua- 
tions that would be indicative of fluid retention are 
readily picked up and can be evaluated by the 
family physician. In addition, the obese patient is 
made conscious of his weight, which serves as an 
added stimulus to weight reduction. 

When discussing the disease with the patient or 
in his presence, the use of terms such as “angina 
pectoris,” “coronary,” or “‘coronary thrombosis” 
should be avoided unless he is already familiar with 
them. Often, such terms immediately cause unnec- 
essary fear, as contrasted to an explanation that “‘a 
vessel supplying your heart closed off, resulting in 
injury to your heart muscle”; or instead of angina, 
saying, “the opening of one of the vessels of your 
heart was temporarily smaller, resulting in less blood 
supply and oxygen to the heart. Your pain in your 
chest was caused in this manner.” 

Periodic check-ups are of value not only for reas- 
surance, but early signs of trouble can be spotted 
by the physician. On these visits the process of ed- 
ucation of the patient continues as new questions or 
symptoms arise. By a better understanding of these 
symptoms, the patient often learns to avoid com- 
plications, or to cope with them. A good example of 
this point was an artist with coronary disease and 
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a sensitive nature. One of his pet hates was cock- 
tail parties which his wife insisted he attend with 
her. Immediately on arrival at each of these parties, 
he had an attack of angina, which added to his dis- 
comfort. This was one of his main complaints and 
was quite bothersome to him. It was suggested that 
he put a tablet of nitroglycerin under his tongue 
just before he arrived at the parties (or for any other 
unavoidable situation that repeatedly produced an- 
gina). Following this prophylatic use of nitroglycer- 
in, he had no recurrence of angina in association 
with the parties. 

Sexual intercourse, when still practiced by the pa- 
tient, should be discussed. It should be pointed out 
that the physical and emotional exertion associated 
with coitus might produce coronary insufficiency. 
If anginal pain occurs, and even in its absence, a tab- 
let of nitroglycerin under the tongue may be tried. 
Avoidance of a heavy meal and alcohol before coitus 
is also advisable. The patient should be instructed 
to discuss frankly any problems of this nature. 

In some cases, intercourse should not be prac- 
ticed because of the production of coronary insuf- 
ficiency, with or without infarction. We have seen 
one patient who had three coronary occlusions, all 
associated with coitus. It is obvious what advice 


should be given this individual. 


Bowels 


Proper care of the bowels to avoid constipation is 
important. The frequent use of morphine or other 
analgesics, when pain is present in the acute stage, 
predisposes to this condition. A mild nightly 
cathartic, such as milk of magnesia or mineral oil, 
keeps the bowels open. Within a period of one 
week, we observed two patients with acute myo- 
cardial infarction who died suddenly while on a 
bedpan. Both were straining with a constipated 
bowel movement. A small enema should be adminis- 
tered if the cathartic is not effective. 

The next appropriate subject for discussion is the 
use of the bedpan. It was not until the use of a bed- 
pan was reduced to a personal level that it was fully 
appreciated how much energy and effort one ex- 
pends in using it. The use of the pan while in the 
bed is, in addition, an uncomfortable and unnatural 
procedure. Helping the patient out of bed to a bed- 
side commode is more desirable and, in fact, it has 
been shown experimentally that less energy is ex- 
pended by this method than for use of the bedpan. 

It is sometimes possible to have the bed moved 
close to the bathroom door so that the patient can 
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be helped directly from bed to commode. Another 
solution to the problem has been to roll a wheel 
chair to the side of the bed and thus transport the 
patient to the bathroom and back. 

Still another method, which can be used in hos- 
pital or home, has been the use of a wheel chair, the 
seat of which is the same as any bathroom commode. 
Without transferring the patient again, the entire 
chair can then be wheeled directly over the bath- 
room commode (Figure 4). Using a little ingenuity 
this can be homemade and will be the solution to a 
difficult problem in management. Patients are par- 
ticularly grateful for this favor. 

Naturally, some patients at first are too ill and 
weak to use a bedside commode, and the bedpan 
must necessarily be used. 


Miscellaneous 


The use of drugs such as atropine and papaverine 
has been advocated in treatment of acute myocardial 
infarction. We do not use them but have no strong 
feelings whether they are used or not. 

Aminophylline is not routinely used but is rec- 
ommended when there is an element of broncho- 
spasm, particularly in the acute episode. This is 
given intravenously, or for a more prolonged action, 
a rectal aminophylline suppository may prove 
effective. 

Digitalis. We do not routinely use digitalis, but 
reserve it for patients having acute pulmonary 
edema, signs of increasing heart failure, or arrhyth- 
mias such as paroxysmal auricular tachycardia, 


Figure 4. A wheel chair with a commode 
seat is even better than a bedside commode. 
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Figure 5. Although important in all illnesses, a 
capable nurse with a cheerful disposition is especially 
desirable for a patient with a coronary occlusion. 


auricular fibrillation, or auricular flutter. Some- 
times digitalis is started several weeks after the 
initial episode, when it becomes evident that signs 
of mild congestive heart failure persist. 
Nitroglycerin, given prophylactically three or 
four times daily, has also been advocated from the 


onset of the illness. The longer-acting nitrites have 
been tried in the past, and recently Peritrate has 
come into use. We have not had enough experience 
with cases treated in this way to express an opinion. 

During the first couple of weeks temperatures are 
best taken rectally. In this way an accurate de- 


termination of any temperature elevation is made, 
whereas the oral temperature in a cardiac with any 
dyspnea is frequently low and misleading. It is not 
an infrequent occurrence to see an oral temperature 
of 98° in a dyspneic patient whose rectal tempera- 
ture may be 101°. Rectal temperatures are particu- 
larly important where there is still a question as to 
whether a myocardial infarction has occurred. The 
presence or absence of fever may be of great impor- 
tance in this differentiation. 

Friction rub. The type associated with a myo- 
cardial infarction is frequently transient, lasting 
several hours to a few days, and then disappearing. 
The recurrence of a friction rub and the presence of 
fever in a patient receiving anticoagulant are signs 
to make one suspect the possibility of hemorrhagic 
pericarditis. When this is present, anticoagulants 
should be discontinued. 

Often, the recurrence of a friction rub is a clue 
to the fact that myocardial infarction has extended 
or that an additional one has developed. Persistence 
of signs such as fever and a friction rub represents 
a poorer prognosis. 


Nursing Care 


Needless to say, this is one of the most important 
aspects of treatment whether in the home or in the 
hospital. The care given by the nurse in attendance, 
in carrying out the details of management, cannot 
be underestimated. Although important in all types 
of illnesses, a capable nurse with a cheerful, sunny 
disposition is especially desirable for a patient with 
a coronary occlusion. 


PRACTICAL MAXIMS FOR EVERYDAY APPLICATION 


BRruceELLOsIs is one of the few infectious diseases in which the blood sedimentation rate may remain 


normal through the course of the disease. 


To PREVENT transmission of infectious hepatitis, syringes and needles should be sterilized by pro- 


longed dry heat, not by chemicals. 


Tue histamine headache may be abolished rapidly by suddenly raising the cerebrospinal fluid pres- 
sure; migraine headache by vasoconstrictors such as ergotamine tartrate. 


THE toxicity of intravenously administered drugs is ten times greater when administered in 30 to 60 
seconds than when given slowly in 60 to 90 seconds. 
—Wituam S. Reveno, M.D., 711 Medical Maxims, Charles C Thomas 
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Cips from Other Journals 


Diagnosis of Rheumatic Fever 


In nis evaluation of diagnostic tests for rheumatic 
fever, McCarty concluded that nonspecific labora- 
tory tests have only a limited usefulness. He also 
pointed out that such tests are of little assistance 
in guiding duration of therapy, because all of them 
revert to normal when symptoms and signs of rheu- 
matic activity are suppressed by therapy, even 
though the underlying pathologic process remains. 
(Ann. Int. Med., 37:1027, 1952.) 


Diet During ACTH Therapy 


AFTER considering the untoward clinical and meta- 
bolic effects of therapy with ACTH or cortisone, 
Kinsell and associates concluded that certain diet- 
ary precautions should be used whenever these 
drugs are administered. The chief ones are (1) 
limitation of sodium intake (upper limit, 1 Gm. a 
day); (2) insurance of high protein intake (120 to 
200 Gm. or more a day); (3) potassium supple- 
mentation for all patients (4 to 12 Gm. a day) 
except those having renal insufficiency. (Ann, 
Int. Med., 37:921, 1952.) 


Primary Tendon Repair 


JENNINGS and co-workers at University Hospital in 
Baltimore have developed a new technique for pri- 
mary repair of a tendon. It employs a braided 
tantalum wire suture having a straight needle at 
one end, a curved needle at the other end, and a 
barb at a point about eight inches from the straight 
needle. 

As shown in the accompanying illustration, the 
straight needle is threaded through the center of 
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the proximal tendon segment until the barb is en- 
gaged. The straight needle is then passed through 
the distal tendon segment and brought out through 
the skin. This end of the suture is then used to pull 
the severed ends of the tendon together, and ten- 
sion is maintained by means of a button and match- 
stick. The curved needle is then passed out through 
the skin, and this end of the suture is kept loosely 
in place with another button. When the tendon has 
healed, the suture is freed from the distal button 
and removed by pulling on the proximal button. 
(Surg., Gynec. ¢> Obst., 95:597, 1952.) 


Tied Tied Tightly 


Proximal Tendon 


Distal Tendon 


Surgery, Gynecology and Obstetrics 
Primary tendon repair. 
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Skin Cancer from Burns 


From personal experience with eleven cases and 
from study of eighty-two cases reported by other 
authors, Lawrence concluded that thermal burns 
favor the development of skin cancer when the 
burns are severe (especially when they have been 
slow in healing). He reasoned that early skin graft- 
ing might be effective prophylaxis against such 
cancers. Age also influences the malignant change. 
Thus, the older the patient at the time of a burn, 
the shorter the latent period until cancer develops. 
(Surg. Gynec. e Obst., 95:579, 1952.) 


Tubeless Gastric Analysis 


TestinG for the presence of free hydrochloric acid 
in the stomach can be done without using a gastric 
tube, according to Malach and Banks. The method 
entails administration of an exchange resin con- 
taining the quininium ion. If the stomach has first 
been stimulated with histamine, and if hydro- 
chloric acid has been produced, free hydrogen 
cations readily displace the quininium ions. The 
released quinine is then absorbed in the small in- 
testine, and some of it is excreted in the urine. 
Therefore a positive test for quinine in the patient’s 
urine indicates that his stomach produces free hy- 
drochloric acid. (New England J. Med., 247:880, 
1952.) 


Dermatitis Due to Ragweed 


Turt and Heck found that about 90 per cent of 136 
patients with atopic dermatitis had positive skin 
test reactions to ragweed pollen. About half of the 
positive reactors were also afflicted with ragweed 
hay fever or asthma or both. 

Of the 121 patients having positive skin tests, 
fifty-nine patients (about 50 per cent) had their 
dermatitis only during ragweed season or showed 
definite seasonal aggravation. The authors con- 
cluded that inhalant allergens, particularly ragweed, 
may Cause or aggravate atopic dermatitis. In two 
instances they confirmed this idea by having pa- 
tients inhale ragweed pollen. This induced an 
attack of dermatitis. (J. Allergy, 23:528, 1952.) 


Value of Ophthalmoscopic Examination 


WorkInG in the medical wards of a general hospital, 
Benton noted positive ophthalmoscopic findings, 
related directly or indirectly to current systemic 
diseases, in 203 of 500 nearly consecutive patients. 


He concluded: ‘“The detection of positive physical 
changes, readily accessible to observation, in such 
a large percentage of medical patients (40.6 per 
cent) should be ample reward to the physician who 
takes time to do a thorough ophthalmoscopic ex- 
amination on all of his hospitalized patients.” 


(Am. J. M. Sc., 224:554, 1952.) 


Procaine for Hereditary Chorea 


GoLpMAN reports that procaine amide greatly re- 
duces the choreiform movements of patients having 
hereditary (Huntington) chorea. The idea of trying 
the drug resulted from an accidental observation. 
A patient suffering from the disease was noted to 
have considerable amelioration of his chorea after 
receiving an injection of procaine solution for a 
dental extraction. Procaine amide then was selected 
for clinical trial because it is effective by mouth. 
It has worked quite well—must be given in large 
doses (1.0 Gm. four or five times a day), and toler- 
ance for doses of this magnitude must be allowed 
to develop gradually. (Am. J. M. Sc.,224:573, 1952.) 


Procaine Amide Injected Intramuscularly 


EnseEtBerG and Lipkin studied the effects of intra- 
muscular use of procaine amide for management 
of arrhythmias. They concluded that this method 
is preferable to intravenous injection of the drug 
when parenteral administration is indicated. The 
intramuscular method had the advantage that there 
was less likelihood of producing severe hypotension 
or serious arrhythmias. There were no deleterious 
or unpleasant local effects from intramuscular in- 
jections, and there was a sufficiently rapid onset of 
effective action. Recommended doses were 0.5 to 
2.0 Gm. initially, and 0.5 to 1.0 Gm. later at in- 
tervals of one to six hours, depending upon the 
severity and response of the arrhythmia. (Am. 
Heart J., 44:781, 1952.) 


Prothrombin in the Newborn 


In stupy of hypoprothrombinemias of the newborn, 
investigators have been puzzled by conflicting re- 
ports. Thus, when the one-stage method is used 
for estimation of prothrombin, values usually are 
normal except during a brief period in the first 
week of life. However, with the two-stage method, 
prothrombin is low for many weeks. 

Recently Quick and co-workers seem to have 
reconciled these findings. They report that the 
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two-stage procedure estimates éofal prothrombin— 
free (active) prothrombin and inactive prothrombin 
(prothrombinogen), while the one-stage procedure 
estimates only active prothrombin. Apparently the 
infant does not acquire the capacity to form pro- 
thrombinogen for some time after birth. (Surg., 
Gynec. ¢ Obst., 95:671, 1952.) 


Cigarette Smoke and Lung Cancer 


ALTHOUGH some clinical studies in humans indicate 
that tobacco smoke is carcinogenic for the lungs, 
Essenberg found that experimental investigation of 
the question had been meager. He therefore set up 
an experiment in which some mice were exposed 
to cigarette smoke, while control animals, living 
under conditions otherwise identical, were not ex- 
posed to smoke. All the mice were from a special 
strain having a strong hereditary tendency to lung 
tumors. 

Under these conditions, at the end of the experi- 
ment, a year later, lung cancers in the “smoked” 
mice exceeded those in the control mice by 31.9 
per cent—a statistically significant difference. In 
addition the “smoked” mice grew more slowly, re- 
mained smaller than the controls, and failed to 
reproduce, while the control mice reproduced 
freely. 

The carcinogenic agent in tobacco smoke was 
not identified by the conditions of this experiment 
(arsenic? tars? alkaloids of nicotine?), nor was the 
reason known for stunting of growth. Lack of re- 
production was caused by atrophic changes in the 
reproductive system—a condition that can be dup- 
licated in mice or rats by injection of nicotine 
solution. (Science, 116:561, 1952.) 


Thoracic Injuries 


Martin has reviewed the principles of emergency 
treatment of thoracic wounds. Although much of 
his text applies only to military casualties, many 
of the principles are applicable to civilian practice. 

In some cases of thoracic wounds, the abdominal 
cavity also is involved. Since this demands early 
surgical exploration, careful examination of the ab- 
domen is important in all cases. When the exam- 
iner cannot be sure whether abdominal pain and 
tenderness are referred from a thoracic wound or 
represent complicating abdominal injury, an inter- 
costal nerve block may help make the distinction. 
This procedure is valuable in many painful injuries 
—often affords dramatic relief, and without the risk 
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of respiratory depression by morphine or other 
analgesics. 

Hemothorax is a common complication of chest 
injuries. The blood should be completely aspirated 
as soon as possible, and aspirations repeated as 
often as necessary to keep the pleura dry and the 
lung expanded. Penicillin (300,000 units) and 
streptomycin (1 Gm.) are instilled into the pleural 
space after aspiration. 

Open pneumothorax (sucking wound) is gener- 
ally recognized as an extreme emergency to be 
treated by applying an air-tight dressing. Tension 
pneumothorax—primary or following closure of an 
open pneumothorax—is an equal emergency re- 
quiring evacuation of pleural air. 

When the chest is crushed (‘stove in”), there is 
paradoxical movement of the fragments during res- 
piration. Serious embarrassment of lung function 
often results. Treatment consists of immobilization 
of the chest (with adhesive strappings) and relief 
of pain. 

After various kinds of chest trauma, traumatic 
wet lung may result. This causes shock and signs 
of pulmonary edema with noneffectual “wet” cough. 
Treatment consists of relief of pain plus tracheo- 
bronchial aspiration by catheter or bronchoscopy. 
Aspiration must be repeated as often as necessary. 
(New England J. Med., 247:869, 1952.) 


Treatment of Meningococcic Meningitis 


Lepper and associates compared the results of peni- 
cillin treatment of meningococcic meningitis with 
those obtained from Gantrisin treatment. They 
concluded that “the results of treatment with peni- 
cillin seemed to be at least as good, and probably 
superior to, the other therapeutic regimen.” Thus, 
for patients who are hypersensitive to sulfonamides 
or in whom differential diagnosis between pneu- 
mococcic meningitis and meningococcic menin- 
gitis is uncertain, penicillin has been shown to be 
an additional reliable therapeutic agent for menin- 
gococcic meningitis. 

Doses of penicillin were on the order of those 
used for pneumococcic meningitis—1,000,000 units 
intramuscularly or intravenously every two hours. 
Gantrisin was given to alternate patients in doses 
usually recommended for sulfadiazine in treatment 
of meningococcic meningitis. Thirty-eight patients 
received Gantrisin; forty patients, penicillin. The 
two groups were comparable for age, intensity of 
illness, and other clinical features that influence the 
outcome of the disease. Duration of treatment for 


. 


each group was for seven days after the temperature 
was essentially normal. Results were appraised on 
the basis of duration of fever and mental changes 
after treatment had been started. 

Excluded immediately from the controlled study 
were ten cases in which an initial diagnosis of 
fulminating meningococcic infection was made. 
This diagnosis was based on findings of coma or 
shock or both. Most patients had hyperpyrexia and 
a rash of the type usually seen with fulminating 
meningococcemia (petechiae and other purpuric 
phenomena). These patients were treated usually 
with a combination of Gantrisin and massive doses 
of penicillin, as well as intravenous fluids and large 
doses of adrenal hormones. 

None of the patients with fulminating infection 
survived. Six of the nine patients examined at 
autopsy had gross adrenal hemorrhage. (J. Lab. 
e> Clin. Med., 40: 891, 1952.) 


Electric Resuscitation of Heart 


Zou has reported the successful use of external 
electric stimulation for resuscitation of the heart 
in ventricular standstill. Stimulating electrodes 
were attached to needles inserted subcutaneously, 
one at the left anterior axillary line in the fifth 
intercostal space, the other at the right anterior 
axillary line at the fourth intercostal space. Electric 
shocks at frequencies between 50 and 100 a minute 
were employed at a peak voltage of 130. 

By this method, a heart in ventricular standstill 
could be caused to resume beating regularly in 
response to the electric shocks. In one case the 
**electric pacemaker” was used almost continuously 
for five days, before the patient’s own pacemaker 
resumed activity. (New England J. Med., 247:768, 
1952.) 


Bronchial Tuberculosis in Children 


AccorDING to Daly and his associates, tuberculosis 
of the bronchi is found in approximately 30 per 
cent of children with primary pulmonary tubercu- 
losis. Persistent cough and wheezing were the most 
common symptoms suggesting the presence of en- 
dobronchial disease. X-ray examination showed 
hilar ormediastinal node enlargement, homogeneous 
shadows involving lobes or segments, and obstruc- 
tive emphysema. At bronchoscopy, there was evi- 
dence of fixation or compression of bronchi by en- 
larged nodes, or there was mucosal irritation char- 
acterized by diffuse inflammation and edema and 
granulation tissue formation. 


As the process advanced there was ulceration and 
erosion of the bronchial wall, with formation of 
caseous polyps. Bronchiectasis was a frequent con- 
sequence of the bronchial obstruction. In the au- 
thors’ series of cases there was no definite evidence 
of therapeutic effectiveness with streptomycin. (Dis. 
of Chest, 22:380, 1952.) 


Ballistocardiograms in Coronary Disease 


BALLISTOCARDIOGRAMS were recorded in 328 cases 
of coronary artery disease by Scarborough and co- 
workers. The records were definitely abnormal in 
74 per cent of these patients. However, the pre- 
ponderance of abnormal records was obtained in 
patients over 50 years old, and in this period of 
life abnormal ballistocardiograms are common in 
normal” persons. Younger patients with coronary 
artery disease often had normal ballistocardiograms. 

For these reasons the authors cautioned against 
attributing clinical significance to abnormal records 
from clinically normal persons and from patients 
whose symptoms and signs are not typical of coro- 
nary artery disease. They suggested tentatively 
“that significance be attached to abnormal ballisto- 
cardiograms from subjects under the age of 50 and 
to normal ballistocardiograms from those over the 
age of 60.” (Am. Heart J., 44:645, 1952.) 


Anticoagulants in Heart Failure 


Tue influence of anticoagulant therapy on the 
course of patients having congestive heart failure 
has been reinvestigated by Griffith and co-workers 
at Los Angeles County Hospital. On certain wards, 
patients were used as controls and did not receive 
anticoagulant drugs (211 cases), while on other 
wards, patients received heparin, Dicumarol, Tro- 
mexan, or combinations of these drugs (416 cases). 
Usual methods were used for control of anticoagu- 
lant dosages. 

Results were judged to be “unsatisfactory” on 
the basis of deaths from any cause or nonfatal 
thromboembolic episodes (coronary occlusion, peri- 
pheral artery thrombosis or embolism, thrombo- 
phlebitis, pulmonary infarction, cerebral vascular 
accident in which no evidence of hemorrhage could 
be recognized). On this basis, the incidence of “un- 
satisfactory results” was significantly less in patients 
receiving anticoagulant therapy than in the con- 
trols. It made little difference what type of anti- 
coagulant drug was used, as long as it was given 
in adequate amounts. In that connection, there was 
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suggestive evidence that satisfactory results were 
obtained, for the purposes intended in this study, 
with higher levels of prothrombin than are con- 
sidered advisable when drugs like Dicumarol are 
used for treatment of thrombophlebitis. Thus pro- 
thrombin levels up to 60 per cent were all right. 
The incidence of hemorrhagic phenomena was 
nearly as great in the control group (2.8 per cent) 
as in the treated group (2.9 per cent). (Ann. Int. 
Med., 37 :867, 1952.) 


Hepatic Hypoglycemia 


MELLINKOFF and Tumulty emphasized that evidence 
of liver disease may be minimal and may be readily 
overlooked in some cases in which hypoglycemia 
develops as a consequence of hepatic insufficiency. 
This was especially true in five of their twenty cases, 
these five representing examples of hepatic hypo- 
glycemia due to chronic passive congestion of heart 
failure. Then there was a tendency for symptoms 
of hypoglycemia to be overshadowed by the more 
dramatic cardiac manifestations or to be misin- 
terpreted. Thus it was plausible that palpitations, 
sweating, or nervousness could have been due to 
heart disease, and that stupor or coma could have 
been due to cerebral anoxemia. 

The authors recommended greater alertness for 
the detection of this unusual effect of liver disease, 


especially in patients lacking other prominent signs 
of impaired liver function. They pointed out that 
thinking of this possibility might mean the saving 
of life, since injection of a small volume of con- 
centrated dextrose solution serves as a therapeutic 
test for a dangerous condition. (New England J. 
Med., 247:745, 1952.) 


Intercostal Block in Abdominal Surgery 


For UsE in poor-risk patients undergoing abdominal 
surgery, Bartlett and Eastwood have suggested the 
injection of a long-acting anesthetic agent into the 
region of the intercostal nerves. Although for some 
time intercostal blocks have been used to decrease 
postoperative pain, the authors have extended this 
method to provide anesthesia itself. 

The new long-acting anesthetic solution, Efo- 
caine, has been used successfully. One and one 
half cc. of the agent is injected bilaterally at the low- 
er border of each rib from the sixth to the twelfth 
inclusive. A light general anesthetic, employing 
thiopental sodium and nitrous oxide or light cyclo- 
propane, is administered before performing the 


GP April, 1953 


block. The entire anterior and lateral abdominal 
wall, including part of the peritoneum, from the 
costal margin to approximately two inches below 
the umbilicus, is rendered insensitive by this 
method. 

Various operative procedures, from subtotal 
gastrectomy and thoraco-abdominal exploration to 
minor herniorrhaphies, have been performed in 
this way. In a series of thirty-eight cases there was 
one death—an elderly patient who suffered from 
pre- and postoperative auricular fibrillation and 
died in acute cardiac decompensation one week 
after performance of a gastrectomy. 

The authors felt that this procedure has several 
advantages: (1) the patient is awake at the con- 
clusion of the operation; (2) postoperative atelecta- 
sis and pneumonia are largely avoided; (3) hernia 
seldom occurs; (4) ambulation is almost immediate; 
(5) little postoperative morphine is required, and 
the need for nursing care is greatly decreased. 
(Surgery; 32:956, 1952.) 


Postoperative Wound Disruption 


Kietscu and Douglas have studied a series of cases 
of wound disruption, taken from various institu- 
tions, in an endeavor to evaluate the causes and 
determine the best treatment of this complication. 
Although disagreeable, they stated that disruption 
itself is seldom fatal. The mortality rate varies from 
10 to 80 per cent of cases reported generally, but 
the authors believed that these deaths are usually 
due to the underlying disease rather than to the 
disruption. 

Wound disruption is the inescapable responsi- 
bility of the surgeon. In most of the cases which 
they reported, it seemed to be due to inadequate 
preparation or improper postoperative management, 
rather than to the technique of suturing the wound. 
The diagnosis is usually easy, although often de- 
layed for several days until actual evisceration oc- 
curs. This is due to insufficient attention paid to 
the postoperative wound and to a tendency on the 
part of surgeons to fail to accept the presence of 
the complication. The pathognomonic sign of dis- 
ruption is the escape of serosanguineous fluid. 

Once a wound has disrupted it must be treated 
by resuturing, since postoperative herniation will 
inevitably occur if this is not done. Therefore, they 
recommended that all wounds which drain sero- 
sanguineous fluid should be opened, explored, and 
resutured, 

The most important predisposing factor seemed 


to be malnourishment, especially depletion of the 
protein or vitamin C reserve. An anemic patient is 
usually a malnourished one and, therefore, an in- 
adequately prepared one. 

The method of closure of wound disruption 
recommended was resuture of the incision with 
heavy noncapillary silk sutures passed through all 
layers of the abdominal wall and tied over a gauze 
pad. Infected wounds should be sutured with 
moderately heavy stainless steel wire, the sutures 
passing through the openings of standard bone 
plates to distribute the tension. Steel sutures are 
not used in clean wounds because they are some- 
what more painful and the wires are apt to catch 
in the dressings. 

Three deaths were reported in the nineteen cases 
described (a mortality rate of 16 per cent). Deaths 
were due to massive hemorrhage from an esopha- 
geal hiatus hernia, cardiac failure, and toxemia re- 
sulting from necrotizing pancreatitis, respectively. 
(Am. J. Surg., 84: 678, 1952.) 


Carotid Body Tumors 


Tumors of the carotid body are rare compared with 
other lesions of the neck, but more than 300 cases 
have been reported in the literature. Brown and 
Fryer have reported the removal of a huge tumor of 


the carotid body in a woman of 62 years, with liga- 
tion of the common, internal, and external carotid 
arteries. 

Tumors of the carotid body are difficult to re- 
move because of their location near the vagus nerve, 
jugular vein, carotid artery, and brachial plexus, 
and because of the danger of compromising the 
blood supply of the brain if the carotid artery is 
ligated. Ligation of the common carotid artery in 
older patients must be preceded by partial occlusion 
of the vessel to prevent subsequent hemiplegia and 
possible death. 

The tumors themselves show a microscopic pic- 
ture suggesting hyperplasia of the normal gland, 
but there may be difficulty in differentiating the 
lesion from carcinoma of other origin. They are 
usually benign but are occasionally malignant, 
sometimes extend but metastasize very rarely. They 
may, however, be considered malignant by position, 
because of the difficulty in removal. Technical 
problems of the surgeon should not be taken as a 
contraindication for operation. 

In the case presented, the patient had noticed a 
gradually enlarging mass in the left side of the 
neck for twenty-one years, which had caused no 


symptoms except for its unsightliness. Two previous 
operations had been performed but had been aban- 
doned because of the extreme vascularity and its 
resemblance to an aneurysm. The lesion was re- 
moved by ligating the jugular vein and removing 
the common carotid, external, and internal carotid 
arteries up to the base of the skull. Hemiplegia oc- 
curred but lasted only two weeks, apparently be- 
cause of the slow occlusion of the vessel by the 
tumor itself over a period of many years. (Surgery, 


32: 997, 1952.) 


Urethral Condylomas 


ALTHOUGH condylomata acuminata have been rec- 
ognized for many years and until fairly recently 
were thought to be associated with venereal disease, 
such lesions are uncommon in the urethra. Morrow 
and his associates have described sixty-one cases 
from the Mayo Clinic and have studied their symp- 
tomatology, pathology, and treatment. 

Condylomas usually produce deep fissuring of 
the acanthotic, hyperkeratotic, or parakeratotic sur- 
face, thus producing their characteristic cauliflower 
appearance. Multibranching of the stalked processes 
distinguish condylomas from true fibroepithelial 
papillomas. 

Condylomas of the urethra, of which twenty- 
seven were studied in this series, produce most 
commonly burning, frequency, and urgency of uri- 
nation. Hematuria with urethral bleeding occurred 
in ten cases, and in ten instances the only symptom 
was the appearance of the growth. Other symptoms 
were urethral discharge and fistula formation. Most 
lesions occurred just inside the meatus, although 
in some instances the entire urethra was involved. 

Various types of treatment were carried out, but 
recurrences were noted after a five-year follow-up 
in only 4 per cent, and complications from treat- 
ment in 4 per cent. The authors believed that in all 
instances the entire urethra should be examined 
with a urethroscope. If the lesion is limited to the 
posterior portion of the urethra, carcinoma should 
immediately be suspected. After careful inspection, 
adequate tissue should be removed for microscopic 
study. If a diagnosis of condylomata acuminata has 
been established definitely, any form of treatment 
which would completely destroy the lesion is 
acceptable. 

In this series all but two of the patients were 
treated by fulguration with an electrosurgical unit. 
Podophyllin therapy seems almost specific for con- 
dylomas. The authors stressed one important factor 


GP © Volume Vil, Number 4 


‘ 
<2 
Wer 


which should be kept in mind, namely, that the 
lesion is benign and should not be overtreated. If 
too much destruction of tissue is carried out, fistula 
or stricture formation may result, and in no in- 
stance should a radical operation be performed for 
this condition. (J. Urol., 68:909, 1952.) 


Amnionic Fluid Embolism 


ALTHOUGH pulmonary embolism caused by amnionic 
fluid has been described previously, Crone and his 
co-workers, in describing an additional case, have 
carried out experimental investigations to determine 
its cause. A 39-year-old multipara suddenly became 
dyspneic and cyanotic two hours after artificial rup- 
ture of her membranes. In spite of oxygen, artificial 
respiration, and stimulants, she died ten minutes 
later. Postmortem examination revealed focal areas 
of atelectasis and emphysema throughout the lungs, 
with epithelial squamous cells, meconium, and 
granular material in the small arterioles. 

In order to determine the cause of death in such 
cases, the authors injected amnionic fluid, obtained 
from human beings at Cesarean section, alternately 
into the marginal ear veins and arteries of rabbits. 
When the fluid was injected intra-arterially, no 
deaths resulted. When the fluid injected intramus- 
cularly did not contain large amounts of vernix 
caseosa, no symptoms became apparent, and the 
animals when sacrificed, showed minimal changes in 
the pulmonary arterial and capillary trees. How- 
ever, when rich amnionic fluid was injected into the 
venous system of rabbits, each animal exhibited a 
typical picture of particulate-matter embolism. At 
autopsy, lanugo, vernix, and squamous cells were 
present in considerable quantities in the pulmonary 
arterioles and capillaries. The authors contended, 
therefore, that amnionic fluid pulmonary embolism 
results fatally because of the massive vascular block- 
ade throughout the lung fields, rather than by virtue 
of an anaphylactoid reaction. An anaphylactoid re- 
action would, they felt, result as readily from intra- 
arterial injection of fluid as from intravenous injec- 


tion. (Am. J. Obst. & Gynec., 46:1360, 1952.) 


Sympathectomy in Arterial Occlusion 


In a recent editorial on the treatment of occlusive 
arterial disease, Pratt has advocated the use of 
surgical sympathectomy in selected cases. The 
operation permits an increase in blood flow by de- 
creasing resistance in the capillary bed. 

Decrease in blood supply of the muscles follow- 
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ing sympathectomy, suggested by some investi- 
gators, remains unproven. Pratt believes that so- 
called paradoxical gangrene, reported occasionally 
following sympathectomy, is due more likely to (a) a 
drop in pressure during operation, (b) undermining 
of a clot or thrombus in the adjacent aorta by 
manipulation of the vessel, or (c) technical failures 
of the sympathectomy itself. He reiterated the words 
of Smithwick, “Most, if not all bad results are due 
to improper selection of cases, and the vast majority 
of patients who fail to improve or get worse follow- 
ing sympathectomy are those who have extensive 
main vessel obliteration without an adequate col- 
lateral circulation.” 

The operation is not a cure, will not permit a 
patient to continue smoking nor to traumatize his 
ischemic extremity, will not prevent inevitable gang- 
rene nor prevent him from dying from his under- 
lying disease. Nevertheless, in Pratt’s opinion sym- 
pathectomy needs no defense and, in many patients 
treated for long periods of time without its benefits, 
sympathectomy would prevent loss of limb or even 


life. (Angiology, 3:506, 1952.) 


Carcinoma of the Tongue 


AtTHoUGH the outlook is fair for cure in early 
localized malignant lesions of the tongue, it is very 
poor when lymphoid metastases are present, ac- 
cording to a recent report by Wilson and Brizzolara. 
Methods of treatment included excision or local 
irradiation, with or without hemimandibulectomy 
and neck dissection. 

Localized lesions (stage 1) were treated by irradia- 
tion (6,000 to 7,000 r). Surgical excision was em- 
ployed for tumors situated in the anterior two- 
thirds of the tongue, provided an adequate margin 
of normal tissue could be removed with it. Treat- 
ment of such lesions resulted in a 57 per cent sur- 
vival rate. For recurrences after treatment of stage 
1 lesions, surgical excision with hemimandibulec- 
tomy and neck dissection (composite operation) 
was the treatment of choice. 

When adjacent tissues had been invaded but 
lymphatic metastases had not occurred (stage 2), 
treatment was individualized. Radiation was some- 
times adequate but extirpation was often necessary. 
The five-year survival rate was 17 per cent. 

When lymph nodes were involved but resectable, 
hemiglossectomy with neck dissection (the com- 
posite operation) was performed. Malignant nodes 
were sometimes found on the opposite side. If 
bilateral lymph node metastases were present, the 
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tumor was attacked by irradiation and a bilateral 
neck dissection. The five-year survival rate in such 
cases was reduced to 4 per cent. If remote metas- 
tases were found (stage 3) only palliative treatment 
of the primary lesion and regional lymph nodes was 
feasible. (Ann. Surg., 136:964, 1952.) 


Potassium lodide and Streptomycin in TB 


AtTremPts are being made to find substances which 
might enhance the effectiveness of streptomycin in 
tuberculous inflammation in which the tubercle 
bacilli are not readily accessible to action of the 
drug. Potassium iodide has been suggested for this 
purpose. When potassium iodide was used with 
streptomycin in the therapy of experimental tuber- 
culosis in guinea pigs, the effectiveness of strepto- 
mycin was increased when the test animal had pre- 
viously been vaccinated (immunized) with BCG. 
However, potassium iodide was detrimental to the 
success of the streptomycin therapy in guinea pigs 
that were unvaccinated. 

Hamilton and Geever suggest that increased host 
resistance was the most significant factor in deter- 
mining the value of giving potassium iodide along 
with streptomycin. (Am. Rev. Tuberc., 66:680, 
1952.) 


Purpura Fulminans 


PURPURA FULMINANS is characterized by the sudden 
appearance of rapidly advancing, symmetric subcu- 
taneous ecchymoses associated with high fever and 
severe systemic manifestations. Chambers and his 
associates report two cases of purpura fulminans in- 
volving the lower extremities, occurring during 
convalescence from relatively mild scarlet fever. 
Massive bleeding into the subcutaneous tissues oc- 
curred in spite of transfusions and large doses of 
vitamin C, vitamin K, and rutin. Both patients died 
and, in one, autopsy revealed a necrotizing vascu- 
litis and thrombosis of the vena cava, iliac veins, 
and branches of the pulmonary arteries. (New Eng- 
land J. Med., 247:933, 1952.) 


Effect of Bronchography on Tuberculosis 


MarcuesE, Klassen, and Curtis studied the effect of 
iodized oil bronchography on the subsequent course 
of pulmonary tuberculosis in forty-nine patients. 
They noted that patients who had developed a de- 
gree of resistance sufficient to prevent the spread of 
tuberculosis prior to bronchography demonstrated 
little tendency to develop bronchogenic spread 


after instillation of Lipiodol. On the other hand, 
patients with poor resistance and with evidence of 
pre-Lipiodol bronchogenic spread of disease had 
a tendency to develop bronchogenic spread follow- 
ing the instillation of Lipiodol. 

The patients who developed spread following 
bronchography had sputum positive for tubercle 
bacilli at the time of the bronchogram. This does 
not imply that the presence of sputum positive for 
tubercle bacilli, of a pulmonary cavity, or of bron- 
chiectasis necessarily indicates that bronchogenic 
spread of disease will follow bronchography. The 
retention of Lipiodol in the lung does not appear 
to have an unfavorable effect on the subsequent 
course of tuberculosis. 

Although there was an immediate sharp rise in 
the blood iodine concentration following Lipiodol 
bronchography in all patients, acute iodism devel- 
oped in only one. The acute iodism in this patient 
did not cause extension or spread of tuberculous 


lesions. (Am. Rev. Tuberc., 66:699, 1952.) 


Hemothorax After Artificial Pheumothorax 


Diamonp reports three patients with artificially in- 
duced pneumothorax given for the management of 
tuberculosis. As the pneumothorax was abandoned, 
massive accumulation of blood occurred in the 
pleural space. There were no accompanying sub- 
jective complaints. The author assumed that the 
accumulation of bloody effusion was brought about 
by the pronounced negative intrapleural pressure 
resulting from the incomplete re-expansion of the 
lung. (Dis. of Chest, 22:580, 1952.) 


Transient Intrathoracic Lymphadenopathy 


Caves and Abeles have encountered twenty pa- 
tients whose survey chest roentgenograms revealed 
obvious intrathoracic lymphadenopathy. All pa- 
tients were asymptomatic, and spontaneous regres- 
sion of the lymphadenopathy occurred in all. 
Thorough investigations were not possible in these 
clinic patients, and the authors had to be content 
with minimal observations. In eleven patients who 
could be followed at sufficiently frequent intervals, 
complete disappearance of the lymph node enlarge- 
ment occurred within a period of two and a half to 
nine months. 

Spontaneous regression of the nodes occurred in 
all patients, and good health was maintained in all 
for a mean period of five years of observation. 
(Am. Rev. Tuberc., 67:45, 1953.) 
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Iuformation Please 


Dangers of “Shotgun Hematinics” 


Q. What are the chief hazards resulting from the use of the so- 
called “shotgun hematinics” in the management of anemia? 


A. The chief hazard in the use of “shotgun hema- 
tinics” in the management of anemia is that the 
underlying cause of the anemia may be overlooked 
and an opportunity for early diagnosis and prompt 
therapy missed. Thus, if the anemia is due to a 
bleeding ulcer, relief of the anemia alone is obviously 
not enough in the way of therapy. Again, if the 
anemia is due to carcinoma of the colon, this, some- 
times, can still be resected, as anemia may be the 
first and a relatively early sign. Such examples may 
be multiplied and should be obvious to the reader. 

Another objection is that the opportunity for 
valuable confirmation of the diagnosis which can be 
obtained by the response of the anemia to a specific 
therapeutic agent is lost. From this point of view 
the physician should realize that if he has made a 
diagnosis of pernicious anemia, he is condemning 
his patient to treatment for life with vitamin Bj, or 
liver extract and he should seek confirmation of his 
diagnosis by the prompt relief of the anemia with the 
use of one of these agents. Further details may be 
found in “Diagnosis and Treatment of the Ane- 
mias,” GP, July, p. 59, 1952. 


Follicular Impetigo 


Q. | recently had a 2-year-old patient with a generalized eruption 
diagnosed as follicular impetigo (impetigo of Bockhart). Please 
give a differential diagnosis and treatment for this condition. 


A. Bockhart’s impetigo consists of tiny follicular 
pustules which itch, are excoriated and become 
shallow, impetiginous, exudative, erythematous 
lesions. The disease is fairly acute and fairly recal- 
citrant. Its usual location is on the trunk, and it 
tends to be a hot weather disease of a hairy indi- 
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vidual. Culture should reveal a rather strongly 
hemolytic Micrococcus aureus. One must distin- 
guish chickenpox, infestation with pubic lice, and 
scabies. Treatment with aureomycin or terramycin 
ointment might be curative. A good topical anti- 
septic is Chloromycetin 250 mg. in an ounce of Vio- 
form cream. If response is slow, penicillin by injec- 
tion is justified. 


Digitalis for Hypertensive Patients 


Q. | should like some information on the use of digitalis preparations 
in hypertension, 


A. Digitalis has no significant clinical effect on 
hypertensive vascular disease itself. It is used solely 
for the improvement of heart function when this is 
defective. It is indicated when congestive heart fail- 
ure develops in the course of hypertensive heart dis- 
ease. It is also indicated for the treatment and pre- 
vention of paroxysmal nocturnal dyspnea and acute 
pulmonary edema when chronic congestive failure 
may be absent. Finally, digitalis is often helpful in 
earlier cases of hypertensive heart disease with con- 
siderable breathlessness on exertion, provided the 
heart is considerably enlarged; under such circum- 
stances, it is reasonable to assume that its use will 
delay the onset of more severe manifestations of 
heart failure. Digitalis is not indicated, however, in 
cases of uncomplicated hypertension without symp- 
toms of cardiac insufficiency and enlargement. 

Any blood pressure reaction to therapeutic (not 
toxic) doses of digitalis should be ignored, and the 
drug should never be withheld because of the com- 
mon supposition that it raises the pressure; it does 
so only if the pressure happens to be low due to 
heart failure which the digitalis corrects. Actually, 
the blood pressure often tends to rise with the onset 
of hypertensive heart failure, and digitalis in such 
cases tends to lower it. 


it 


Treatment of Nevi 


Q. At what age should nevi be treated, when noticed at birth? 


A. Pigmented nevi almost never become malig- 
nant until the age of puberty. Therefore, they need 
not be treated until just before puberty unless they 
are definitely showing an increase in size. In that 
case they should be excised at any time, preferably 
after the age of three. Port-wine stains need not be 
treated until this becomes necessary for cosmetic 
reasons. They rarely increase in size. Should, how- 
ever, an increase become apparent earlier, treat- 
ment may be necessary. Angiomas should be excised 
or treated by conservative obliterative therapy as 
early as possible after the age of 1 to 3 years. 


Indication for Hysterectomy 


Q. During a vaginal hysterectomy in a patient in the 30 to 40 age 
group, is one justified in removing a normal uterus when the cervix 
is badly lacerated and infected, and marked cystocele and 
rectocele are also present? 

A. The question implies that there is no uterine 
descensus associated with the cystocele, rectocele, 
and cervical disease. Such is seldom the situation. 
If symptoms justify vaginal plastic repair in a 
woman of this age group, better results are obtained 
by removing the uterus, too. The other alternative 
is anterior and posterior colporrhaphy plus cervical 
amputation, a procedure which preserves menstrual 
function and childbearing potentialities. 


Brief Episodes of Fever in Children 


Q. Occasionally | have a patient in whom the only physical finding 
is high fever, 103 to 104°. The child may say that nothing hurts 
him and continue with fluctuating fever for a couple of days. His 
mother bombards me with “What is the trouble—Do you know?” 
and so forth. What shall | tell her? 


A. There are a great many causes of fever of 
short duration in young children where there are no 
specific localizing signs, and in fact, in which the 
children are not prostrated. I think it is best to 
state that we cannot find the cause of such febrile 
reactions, rather than to offer impressive sounding 
diagnoses. It is perfectly true that some of these are 
influenza-like reactions. Many others are reactions 
of children with unstable temperatures due to trivial 
respiratory infections, and a good enough hunt will 
make it clear that they do have plugged sinuses, for 
instance. In some others observation will make it 
clear eventually that we are dealing with a chronic 
arthritis. Such children may run an intermittent 


fever for many weeks before this appears, but this is, 
we are glad to say, a rare cause of such episodes. 

I do not know how to answer mothers’ questions 
about this except to say that the children have had 
one of many types of infections which are not 
serious, which limit themselves, and for which re- 
covery is spontaneous; and it is impossible to make 
a diagnosis during the short febrile condition. 


Copper for Anemia 
Q. Is copper important in the treatment of anemia? 


A. There is no evidence whatever that copper is 
of value in the treatment of anemia in human adults, 
children, or adolescents. A small amount of evi- 
dence has been offered to support the thesis that 
copper serves sometimes as a useful adjuvant in the 
treatment of iron deficiency anemia in infants, but 
this evidence is quite unconvincing. In most parts 
of the country, moreover, it is extremely difficult for 
any human being or animal to avoid copper in the 
diet through contamination in one way or another. 
No instance of copper deficiency in humans has 


yet been described. 


Toxic Effects of Chloromycetin 


Q. | would like an authoritative, impartial answer to the alleged 
relationship between Chloromycetin and aplastic anemia. 

A. There seems to be no question but what pa- 
tients have developed aplastic anemia while receiv- 
ing Chloromycetin. A number of these also were 
receiving other drugs at the same time. These latter 
cases, as is common to this problem, are somewhat 
clouded and make it impossible to determine the 
exact number of instances in which aplastic anemia 
has resulted from the exhibition of Chloromycetin. 

The question highlights a much more general 
problem, because all drugs have some degree of 
toxicity, and, therefore, should not be prescribed 
except for good and just cause. If a particular drug 
represents the best available medication for a serious 
disease, then it has to be used despite its toxicity, 
but we must be aware of this and be prepared to 
withdraw the drug as soon as any complication of 
therapy develops. 

In summary, aplastic anemia appears to have been 
produced by Chloromycetin, but the total incidence 
of this complication seems to have been quite low. 
This drug, like any other, should be used only after 
careful consideration of the patient’s problem and 
should be withdrawn at the earliest sign of a toxic 
reaction. 


GP e Volume Vil, Number 4 


90 


Business and Economics 


GENERAL PRACTICE, TODAY AND TOMORROW 


BY DONALD M. CLARK, M.D., 
AND JOSEPH S. COLLINGS, M.B., B.S. 


THE “Business & Economics” section de- 
votes its columns this month to reprinting, 
from The New England Journal of Medi- 
cine, the article “General Practice Today 
and Tomorrow,” which appeared re- 
cently in two issues of that magazine. 
The article, written by Dr. Donald M. 
Clark and Mr. Joseph S. Collings, is based 
on reports on general practice in this 
country made by them to the President's 
Commission on the Health Needs of the 
Nation. 

We are also printing here the recommendations of the 
President's Commission on general practice. 

Dr. Donald M. Clark, who served as a member of the 
President's Commission, is a graduate of the University of 
Vermont Medical School, conducts a practice in Peterborough, 
N.H., and lectures in general practice at the Boston University 
School of Medicine, Harvard and Tufts. He is a member of 
the New England Surgical Society and of the American 
College of Surgons. 

Mr. Collings, who served as consultant on general practice 


to the commission, is a graduate of the University of Sydney 
(Australia) Medical School, has practiced in New Zealand, 
and has conducted studies of general practice in several 
foreign countries, and in the United States on a Rockefeller 
Foundation Grant. He has been an associate director of the 
Health Insurance Plan of New York, in charge of professional 
practices. At present he is in Italy. 

As pointed out in the editorial columns of this issue, there is 
much in the report of the President's Commission with which 
organized medicine can and must disagree. And as mentioned 
in the Secretary's Newsletter in January (and again in the 
Publisher's Memo on page seven of this issue), there are con- 
troversial points in the section on general practice and in the 
general findings and recommendations of the commission's re- 
port. It remains, however, as a significant study of current 
medical problems. Though general practitioners may take 
violent exception to some conclusions in the accompanying 
article, most of them will agree with the underlying concept 
with which the authors have approached the subject. 

The opinions and conclusions expressed herein are the 
authors’ own, and the publication of this article should not be 
construed as approval or disapproval by GP.—Publisher 


Rapip social, technical and scientific advances have done 
a great deal to improve the health of the nation. The 
rapidity of development and the attempts to make avail- 
able to as many people as possible the benefits of modern 
knowledge and technic have brought about a complex 
health-service structure that tends to become more and 
more impersonal, and more and more imbalanced as be- 
tween the technical and the human elements. 
However, in spite of these developments, the general 
practitioners of the nation are still, and will continue to 
be, responsible for the greater part of the medical care 
of the people. For example, they are still responsible 
for 75 per cent of the total pediatric care (in many 
places, 100 per cent), 76 per cent of the obstetric care 
(in many places, more than 90 per cent) and a great 
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deal of the surgical care. Again with a calculated short- 
age of 15,000 psychiatrists, it is reasonable to assume 
that the general practitioners are carrying responsi- 
bility for by far the greatest part of such psychiatric 
service as is being provided today. Without docu- 
mentary evidence, it is probably reasonable to assume 
that the general practitioners are providing the ma- 
jority of the medical care in such fields as gynecology, 
dermatology and urology. 

In the broad and basic area of internal medicine, 
despite the fact that there are now more than 12,500 
full specialists in this field, no one would seriously 
dispute that general practitioners in the aggregate 
carry responsibility for most diagnosis and treatment, 
or that in certain parts of the country, particularly 
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RECOMMENDATIONS ON GENERAL PRACTICE OF THE PRESIDENT’S COMMISSION 


|. FIELD STUDIES IN GENERAL PRACTICE. 


All considerations of general practice are limited by 
insufficient detailed and accurate data. 

It is, therefore, recommended that careful field studies 
should be instituted dealing with general practice within 
the context of the several patterns outlined. 

The commission, if it is to be perpetuated, should 
initiate and take part in these studies. The detailed 
planning and conduct of such studies should be carried 
out jointly by the representatives of: 


(a) The Commission on the Health Needs of the Nation 
(b) The American Medical Association. 


(c) The United States Public Health Service (Division 
of Public Health Practice) 


(d) The American Academy of General Practice. 
(e) The American College of Surgeons. 
(f) The American College of Physicians. 


(g) The American Public Health Association (Subcom- 

mittee on medical care) 

Such studies should have short-term and long-term 
objectives. 

The short-term objectives should be broadly the de- 
scription of significant samples of the various patterns of 
practice in terms of such considerations as: 

(a) Scope of work. 

(b) Quality of work. 

(c) Physical and professional facilities for work. 

(office and hospital) 

(d) Case loads. 

(e) Education and training of general practitioners 

concerned. 

(f) Economic status of communities served and phy- 

sician income in relation to this. 


The long-term objectives should deal with the collec- 


rural, they are virtually 100 per cent responsible. Ac- 
cording to the 1950 census 36.2 per cent of the entire 
population of the United States lives in places where 
such conditions prevail. 

The primary health need of any nation as socially, 


technically and scientifically advanced as this is for a 
health service instrument that will offer an intimate, 
personal service to which the individual can turn for 
assistance and guidance in time of physical or mental 
distress; and a sound, basic diagnostic and therapeutic 
service that will assure the individual a good, first line 
of protection against the common hazards of illness and 
injury. 

Despite technical progress, hospital development and 
the use of “screening” devices, culturally, theoretically 
and to a large degree in practice the family doctor is 
this instrument. 

Any assessment of the health needs of the nation 
therefore depends basically on an assessment of the 
success or failure of general practice in discharging 
these responsibilities. 

General practice is here considered against this back- 
ground and an attempt is made to assess the degree of 
success attained, to analyze the elements on which this 
success rests and to set down some principles that 
might further the growth and development of this and 
any other related instruments of health service leading 
to the ends set out above. 

In present circumstances it is not possible to talk 
about general practice as a single, definable entity. It 
is first necessary to analyze the various elements and 
patterns of practice, 


Types of General Practitioner 


Broadly speaking, there are three categories of gen- 
eral practitioner. 

The first consists of the general practitioner who, 
after graduation, has had one or two years of hospital 
training (frequently a rotating internship), and has then 
entered community practice. This doctor at his best 
should be able to diagnose and treat at least 80 per cent 
of the illnesses with which he is faced, and should be 
able to understand his patients as people and to guide 
and assist them with their personal and family prob- 
lems. 

The second class includes the general practitioner 
with additional training in internal medicine. This 
doctor has had a year or more of residence in medicine 
at an approved hospital before going into community 
practice; he may even have been certified by the Amer- 
ican Board of Internal Medicine. He is frequently the 
technical superior of the physician referred to above, 
but his field of endeavor is wholly comparable. 

The third comprises the general practitioner who is 
a specialist. He may have reached specialist status by 
virtue of training (such as qualification by the American 
Board of Internal Medicine), but more frequently he 
has developed advanced skills in a particular direction— 
for example, surgery, obstetrics and anesthesiology— 
by diligent application, by utilizing postgraduate edu- 
cational opportunity and by years of hard-won ex- 
perience. The outstanding and most controversial ex- 
ample of this type is the general practitioner who is 
also a surgeon. As these doctors advance farther and 
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tion of statistical data relative to the activities of the gen- 
eral practitioner. 

Concurrently with these studies in individual general 
practice, similar studies should be made of the general 
practitioner in relation to group practice. 


ll. ESTABLISHMENT OF CRITERIA OF QUALITY IN 

GENERAL PRACTICE 

Under the sponsorship of a similarly constituted group 
(i.e., Commission, A.M.A., etc.), an endeavor should be 
made to establish criteria for estimating the quality of 
general practice. 

These criteria should be considered under two main 
headings: 


(1) Minimum professional requirements. 
(a) Education and training. 
(b) Hospital connections and privileges. 


(c) Time and opportunity for continuing education. 
(d) Paramedical personnel. 
(2) Minimum physica! facilities. 
(a) Office space and layout. 
(b) Diagnostic and therapeutic equipment (X-ray, 
laboratory, etc.) 
(c) Office administration. 
(d) Record keeping. 


Ill, STUDY OF MEDICAL EDUCATION IN RELATION TO 
GENERAL PRACTICE 

The study here contemplated should follow on the field 
studies in general practice and should bring the aca- 
demic and the practical together. 

Initiated by the commission, continuing responsibility 
should rest jointly with the Committee of Deans of Medical 
Schools and the American Academy of General Practice 
with other agencies co-operating as necessary. 


farther into their specialty field, they can give less and 
less time and attention to the personal problems of 
their patients and at some time reach a point where 
lack of practice combined with interest in a single field 
makes it impossible for them to fulfill the functions of 
a general practitioner. 

The first mentioned of these types frequently reaches 
his peak of professional performance by accident and 
instinct, and many factors prevent him from reaching 
the level he should attain. The other two categories 
have the chance to use established channels of medi- 
cal education. They arrive at the professional level 
they choose either by the relatively rapid process of 
formal hospital training or by the slow and arduous 
path of self-development while actually practicing in a 
community. 

It is possible to elaborate and qualify this classifica- 
tion in many ways, but it provides a good working back- 
ground against which to consider general practice, al- 
though it must be recognized that there are general 
practitioners who, for a variety of reasons, do not meet 
the standards—that is, a capacity for sound diagnosis 
and an ability to cope with the personal problems of 
people—claimed for the physicians described above. 

This unfortunately is by no means a small or in- 
significant group. For the most part these physicians 
are victims of cultural and professional forces over which 
they have little control, or demonstrate little ability to 
control. They have been cut off from the sources that 
would normally permit them to develop personally and 
professionally and are yet forced by public demand to 
make a showing of abilities and skills they may not 
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possess. These factors and others prevent them from 
being satisfactory general practitioners in any of the 
categories described above. 

For the most part each of these types of general 
practitioner falls into reasonably definable social, eco- 
nomic and professional situations, which must be dis- 
cussed before the problem of general practice can really 
be understood. 

Broadly, there are two patterns of practice—urban 
and rural. Although they have certain things in com- 
mon, there are many points of dissimilarity. 


Urban Practice 


The urban practitioner, surrounded as he is by 
readily accessible consultant, laboratory and hospital 
services, rarely covers the broad scope of work or as- 
sumes the high level of responsibility of his rural coun- 
terpart. 

The scope and nature of the urban general practi- 
tioner’s activity is in great part determined by the 
financial, social and educational status of his patients. 
In the poorer, more densely populated city areas, he 
frequently works alone without nursing or other as- 
sistance, disassociated almost completely from his col- 
leagues (specialist and general practitioner) and often 
without hospital privileges. A physician in this group 
usually undertakes the “care” of people from birth to 
death. Some still assume obstetric responsibilities, but 
with the rapid development of hospital and specialist 
obstetrics this is passing from their field. 

The very conditions under which these physicians 
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have to work permit only a superficial and unsatisfac- 
tory approach to the problems of diagnosis and therapy. 
Major problems, to be satisfactorily handled, must be 
referred to the hospitals and clinics in the area. 

Some general practitioners in these circumstances, 
through an inherent or acquired sympathy for the prob- 
lems of the oppressed, achieve excellent results in the 
form of guidance and counseling, but contrariwise some 
of them develop a resistance to the overwhelming ap- 
peals for assistance. This type of environment is not 
attractive to physicians of professional or personal am- 
bition, and like any bad environment it tends to per- 
petuate itself and to become increasingly worse. 

This pattern of practice is common to the large cities 
of the English-speaking world. There are, of course, 
individual exceptions to this generalization—such as 
individual doctors of exceptional talent and zeal, who 
to some extent overcome their environment; it is doubt- 
ful if there are any exceptions to the total pattern. 

In urban areas populated by higher-income groups, 
the picture is modified. Whereas the general practi- 
tioner in this area covers much the same scope of work 
(with an ever-decreasing responsibility for obstetrics 
and pediatrics but with sometimes the addition of lim- 
ited surgical responsibility) circumstances permit and 
frequently demand the exercise of a higher level of diag- 
nostic, if not therapeutic, skills and a somewhat greater 
attention to the personal problems of people. 

This, like the former, is a universal pattern. It is 
sometimes complicated by an “informed” public de- 
mand that the physician possess some of the more 
expensive and complicated diagnostic machinery. As 
a consequence, it is not uncommon to find the general 
practitioner’s office equipped with quite elaborate x-ray 
facilities and to find him undertaking a wide range of 
radiologic diagnoses. 

It is somewhere at this point that the physician of 
limited training crosses the threshold between the sins 
of clinical omission and the sins of clinical commission. 
Here again economic and social circumstances rather 
than objective professional and human consideration 
determine the nature of general practice. 

Just how much better this situation is than the one 
previously described is debatable. A section of it un- 
doubtedly is, and the movement toward general-practice 
specialization seems to have its genesis in this environ- 
ment. 


Rural Practice 


Rural practice similarly falls into a pattern with two 
major subdivisions. The general practitioner working 
in true rural isolation is in many ways a counterpart 
of the one practicing in poor urban areas. However, 
here circumstances rather than economy seem to domi- 
nate the pattern. Divorced as the truly isolated rural 
practitioner is from the hospital, laboratory and spe- 
cialist facilities, he has perforce to be self-reliant. The 
full weight of responsibility for human safety forces the 


conscientious physician to be well equipped to diagnose 
and treat everything short of major surgical and com- 
plicated medical problems. He has to be obstetrician 
and pediatrician to his community and must be able to 
handle all the minor surgical problems that arise from 
day to day. Living intimately with his people, he can- 
not escape being their personal physician in the deepest 
sense of this term. 

The scope of work that this type of practitioner has 
to undertake is almost self-determined; the quality of 
his work is nearly completely a function of his own 
capacity and conscience. The vagaries of human nature, 
in the form of physician conduct, are best illustrated 
in this situation. 

The second major pattern of rural practice is the 
small community practice where the physician, fre- 
quently of his own initiative, has developed a working 
environment that permits him to assume clinical re- 
sponsibilities fully compatible with, or even going be- 
yond, his training and skills. In this situation most 
general practitioners have open access to the facilities 
of a small community hospital in which they can usually 
undertake a reasonably high level of clinical investiga- 
tion and perform almost any surgical procedure for 
which they feel themselves competent. 

The undeniable fact that in these circumstances the 
general practitioner sometimes overreaches his capac- 
ity (most noticeably, his surgical ability) has brought 
this pattern of practice under heavy criticism and 
sometimes virulent attack. Too frequently these criti- 
cisms and attacks lack perspective and understanding 
and on occasion threaten to destroy what would become 
the pattern for better general practice. 

It is here that the general-practitioner specialist 
flourishes, and this exemplifies the controversial area 
between specialists and general practitioners. It is re- 
grettable that in this intraprofessional struggle concen- 
tration is on the relatively unimportant, if dramatic 
and tangible, sins of general-practice commission, when 
it should be on the far more important area of sins of 
omission. 

To complete this analysis the whole scene should be 
correlated to the large hospital and medical teaching 
situation. In summary, the great clinical institutions 
have grown up in the large urban areas, and in the 
very shadow of these institutions is to be found some 
of the worst general practice both technical and per- 
sonal; as one moves away from the large hospitals into 
the less densely populated and financially better off 
areas, the level of general practice rises and continues 
to rise with distance from these medical centers, reach- 
ing its peak in small rural communities and then falling 
off in areas of real rural isolation. 

This paradoxical situation can almost be represented 
graphically. It results in part from a rapid development 
of hospital and specialist facilities with no concurrent 
development of general practice, which has merely 
adapted itself to changing circumstances. Much of this 
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adaptation cannot be called progress. It is almost as 
though the medical profession had attempted to solve 
a slum-housing problem by building gigantic sky- 
scrapers, in the midst of the slums, and little attention 
had been paid to the environment. 


Problems of General Practice 


The foregoing is a general analysis and requires con- 
siderable refinement before the problems of contempo- 
rary general practice can really be appreciated. How- 
ever, before details are presented, it is well to pause 
and consider such evidence as is available to substan- 
tiate what has already been said. 

For those who want to look, there is abundant, ob- 
servable evidence, very little of which has been re- 
corded, to support all that has been said thus far. For 
those who do not want to look, there is, of course, 
none. A review of the literature of the last fifty years 
demonstrates a remarkable absence of objective data 
and opinion dealing with general practice; most of 
what has been written fails to descend from the realm 
of philosophical discourse and emotional claim and 
counterclaim. For obvious reasons, the available evi- 
dence is qualitative rather than quantitative; however, 
it can serve to establish the various patterns of practice 
described even if it does not permit more than a gen- 
eral assessment of how widespread these patterns are. 

It is equally obvious that in a paper of this nature it 
is impossible to present a larger amount of evidence, 
because this must, in present circumstances, depend 
upon lengthy, detailed and anonymous description. It 
is not possible simply to cite statistical data dealing 
with performance in general practice, for very few such 
data exist. Recommendations given at the conclusion 
of this paper are designed to rectify this anomalous 
situation. 

However, the serious attention at present being given 
to general practice after many years of neglect calls in 
the first place for qualitative rather than quantitative 
analysis—sound criteria must first be established before 
any worthwhile quantitative assessments can be made. 

No objective observer would attempt to uphold the 
standards and nature of general practice as it is usually 
conducted in the poorer, densely populated areas of 
large cities. Most doctors working in these places have 
neither the time nor the opportunity to put into effect 
even the indispensable procedures of history taking, 
record keeping and basic physical examinations that all 
of them learned in medical school and hospital. To 
earn a satisfactory income from small fees they must do 
a great volume of work; to do this they must “cut 
clinical corners,” and quickly they become “‘spot diag- 
nosticians and therapists” not because of, but in spite 
of, their training and personal desires. 

It is almost impossible to get factual data dealing 
with the diagnostic and therapeutic performance of 
these men. An example of such data, however, is pro- 
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vided by the experience of the Health Insurance Plan 
of Greater New York. Before this subject is considered 
one or two points should be made, to meet criticism of 
the validity of anything that happens in this huge city 
and in this particular program. 

New York City is often regarded as being “freakish” 
and representative of nothing else, when actually it 
presents the quintessence of large-scale urbanization 
and medical organization designed to meet the de- 
mands resulting from its size. The particular program 
cited, the Health Insurance Plan of Greater New York 
(H. I. P.), whether one is for or against it as a medical 
development, does offer to the poor communities under 
discussion a more comprehensive medical coverage than 
they can otherwise obtain. 

This program uses the services of approximately 400 
general practitioners, the vast majority of whom con- 
tinue to work as they always have, in and from their 
private offices. However, for their insured patients they 
can call on (without cost to themselves or their pa- 
tients) all the radiologic and laboratory diagnostic aids 
they require. 

Even so, it seemed apparent, from a survey conducted 
by the staff of H. I. P. in 1952, that busy doctors, 
working alone and divorced from the benefits of hos- 
pital and specialist assistance, dependent for a liveli- 
hood on small and sometimes uncertain fees, cannot 
do their work properly or meet the rigid standards 
required by modern medicine. 

The findings of Reed and Failes, in Baltimore, and 
the experience of the Johns Hopkins Clinic were similar 
to what has been said above. 

Some persons recently reviewing the New York scene 
regard the general-practitioner situation as beyond 
“the point of no return” and have seriously suggested 
that elementary health examinations should be carried 
out by a specialist team. Impersonal multiphasic screen- 
ing clinics have their origin in such opinions. For 
obvious reasons these are neither necessary nor de- 
sirable, and such superficial thinking is dangerous and 
wholly destructive to general practice. 

To our knowledge, similar evidence pertaining to 
other types of practice is not available. Pullen compiled 
some data on rural practice in Mississippi, but his 
findings are quantitative rather than qualitative and 
tell little of how a community is served. 

The scope of responsibility assumed by general prac- 
titioners in better-class urban and in rural practice 
varies greatly, as does the manner in which individual 
doctors practice. Circumstances sometimes permit them 
to do better work than their less fortunate colleagues in 
poorer areas and also to assume a greater degree of 
clinical responsibility. It is generally agreed that many 
of these doctors take on too great a responsibility for 
their training and skills—for example, their credentials 
and experience may not gain them a place on the staff 
of a large hospital, but they continue to do a level of 
work for which they have been adjudged unsuitable in 
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their offices and in the smaller, less controlled hos- 
pitals. 

So far as record keeping is concerned, it can be said, 
with little fear of contradiction, that the great majority 
of general practitioners keep poor records. The sig- 
nificance of medical records is more than academic; 
even if they do not tell all that is to be told about per- 
formance as a general practitioner, they are certainly a 
key index to the quality of medical care. Few general 
practitioners’ records are available as compared to those 
of specialists in hospitals, and additional means of 
assessing their performance must therefore be sought. 

It is usually assumed that the general practitioner 
does too much or too little, but his actual functions 
have not yet been spelled out in any detail; in fact 
these are usually obscured in the philosophical dis- 
courses and homilies about general practice and the 
general practitioner. In the absence of recorded data a 
careful analysis of the actual activities of general prac- 
titioners working in the various environments described 
above is the starting point for any serious thinking 
about contemporary general practice. 

What are the functions of the general practitioner in 
the various environments described above? The follow- 
ing is offered as a breakdown of function based on 
observations and interrogation of many hundreds of 
general practitioners over a period of several years. 


Functions of Urban General Practitioners in 
Poor Economic Areas 


** Spot diagnosis” in home and office. This comprises the 
greater part of the work of these physicians. Most of 
this work is consequent upon a rapid examination made 
because of specific signs and symptoms. Time and cir- 
cumstance do not permit anything like complete his- 
tory taking or physical examinations. 

Advice and guidance based on the limited evidence that 
can be obtained quickly. This may be valuable in cases 
of mild emotional disturbance, but can be dangerous 
in more serious psychiatric conditions. 

Treatment. Much of this must necessarily be sympto- 
matic and is restricted almost completely to the use of 
common drugs, medicaments and minor physiothera- 
peutic equipment. 

Radiology (x-ray diagnosis or fluoroscopy, or both). 
Many of these men have their own x-ray equipment. 
The more conservative restrict the scope of their work 
to the chest and the small bones, doing their own 
interpretation. Some attempt a wide range of radiologic 
diagnoses, such as barium series, cholecystography and 
pyelography. 

Laboratory. Most of these doctors are equipped to do 
urinalyses, blood counts, hemoglobin estimations and 
sometimes sedimentation rates. A quite surprising num- 
ber record and interpret their own electrocardiograms 
and many take basal metabolic rates. The amount of 
radiologic and laboratory work most of these men at- 


tempt seems to be correlated to their patients’ ability 
to pay them (as distinct from an ability to pay spe- 
cialists’ fees) for these services. 

Referrals. In the poorer areas referrals are usually to 
clinics and hospital outpatient departments. These phy- 
sicians seldom have the time or opportunity for person- 
to-person consultation with specialist colleagues, and 
their patients can rarely afford private specialist con- 
sultations. 

Minor surgery. Probably a majority of these physicians 
will open a superficial abscess or put in a few sutures. 

Obstetrics. Some of this group still retain a small 
obstetric practice; 15 to 20 deliveries a year seem to be 
about the maximum load. 

Major surgery. A small number of this group, with 
admitting privileges in small proprietary hospitals, at- 
tempt major operations such as tonsillectomies, ap- 
pendectomies and gynecologic procedures. 

Pediatrics. This is also approached on the basis of 
spot diagnosis, elementary therapy and advice and 
guidance based on such information as can be obtained 
quickly. Pediatrics frequently forms a major part of this 
type of practice. 

Hospital work. Few of these men have worthwhile 
hospital appointments or the desire or opportunity to 
take seriously such appointments as they have. It is 
estimated that in New York City there are 2500 phy- 
sicians without any hospital appointment and a ma- 
jority of these probably fall in this category. 

The great bulk of the work done by these physicians 
is spot diagnosis and elementary therapy. The volume 
of the other functions set out depends largely on the 
financial status of their patients. 

These physicians continually face the insidious choice 
of doing too little or doing too much. In such circum- 
stances, good and sometimes even safe medical care 
(not to mention “health care”) is impossible. 


Functions of the General Practitioner in 
Better-Class Urban Areas 


This picture improves in degree, but not greatly in 
kind, in the better-income, urban residential areas. 
General practitioners in these more stable financial cir- 
cumstances can sometimes but not always devote more 
time to individual patients. They frequently do more 
of their own x-ray and laboratory work, which appears, 
as stated above, to be primarily conditioned by the 
patient’s ability to buy these services from them. This 
can be judged as good or bad according to assessment 
of the individual doctor’s abilities. These general prac- 
titioners do less obstetrics and pediatrics (sometimes 
none at all) but, on the whole, more surgery, again 
largely for economic reasons, but occasionally because 
they have developed special skills and interest in this 
field. They may see more of their patients in their 
homes and for this reason alone probably do a better 
job of guidance in cases with functional components, 
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but still present the same danger as mentioned above. 
The functions of this type of general practitioner are 
amazingly constant throughout the English-speaking 
world. In the countries of the British Commonwealth 
these physicians seldom make x-ray or electrocardio- 
graphic examination and so forth, and on the whole 
do less laboratory work than those in the United States. 
Otherwise, their functions are wholly comparable.* 


Functions of the Urban General-Practitioner 
Specialist 


The pattern changes markedly with the urban gen- 
eral-practitioner specialists (usually men eligible for 
certification by the American Board of Internal Medi- 
cine).t The classification of certified internists as gen- 
eral practitioners calls for special comment.{ Most of 
these men try to restrict their practice to adult internal 
medicine (some also do a limited amount of pediatrics). 
They still make home calls, frequently only because of 
economic pressure or strong patient demand. They do 
a considerable amount of hospital work and more fre- 
quently have good hospital connections. They usually 
exclude surgery (even minor) completely and limit 
radiologic work to fluoroscopic and chest examinations. 
Many of them do their own electrocardiographic, basal 
metabolic work and so forth. A better financial return 
for effort more readily permits the employment of 
ancillary staff such as nurse secretary, and at this level 
the “spot-diagnosis” proposition largely comes to an 
end.§ 

With this improved clinical or technical situation 
there arises the real problem of the breakdown of in- 
timate personal service. The younger physician, who 
has struggled for specialist recognition simply does not 
want to be a general practitioner; in the true sense of 
the word he has aspired to the status of consultant and 
wants what he believes to be the benefits of this status. 


*Descriptive evidence of this type of practice in Great 
Britain is set out in the report ‘‘General Practice in England 
Today” (Lancet, March, 1950) and is supplemented and 
confirmed by the voluminous correspondence that followed 
publication of the article. 


tOther general-practitioner specialists eligible for certi- 
fication in surgery, urology, obstetrics and so forth are not 
considered here. These physicians are only transitory gen- 
eral practitioners supplementing their incomes until they 
are established specialists. 


{Within the framework of general practice used here the 
qualified internist should not really be classified as a general 
practitioner. The desire on the part of some members of 
the profession so to classify the specialist internist is un- 
realistic and more than anything else reflects the latest 
dissatisfaction with the present standards of general practice. 


§This pattern is the same in British Commonwealth coun- 
tries for general-physician specialists holding M.R.C.P. and 
similar qualifications. 
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This is well illustrated by the complaints received 
against the H.I.P. groups using board-qualified in- 
ternists as general physicians. Two groups that use 
almost exclusively qualified men and that undoubtedly 
deliver an extremely high quality of medical care rate 
badly (as contrasted with some groups using doctors 
without such qualifications) so far as patients’ com- 
plaints about attitudes, human relations and home 
service are concerned. The same complaint is occasion- 
ally made of the general-practitioner surgeon (usually a 
rural practitioner) who has compromised his “‘per- 
sonal” work for technical achievement in the field of 
surgery. 

This is a natural, human situation and should be 
studied closely, since it illustrates the balance or im- 
balance that can be attained between technocracy and 
humanism in the field of health care. It is closely re- 
lated to education and social status and is discussed 
below in relation to education. 


Functions of the Rural Practitioner 
The scope of work and responsibilities embraced by 


the rural physician with access to a community hos- 
pital is considerably greater than any mentioned above. 
The chief additions to the functions described for urban 
practice are as follows: 

Surgery. Much more major surgery is undertaken by 
general practitioners in these circumstances. Observa- 
tion (nonstatistical) indicates that the “average” gen- 
eral-practitioner surgeon in a rural area, like the gen- 
eral-practitioner specialist discussed above, limits his 
operative procedures to a specific list. 

Obstetrics. This is practiced in greater volume than 
undertaken by the urban general practitioner and with 
the inclusion of quite serious abnormalities (frequently 
requiring cesarean section and very occasionally a 
Porro section). Except in small cities that will support 
the services of a specialist obstecrician, the general 
practitioners undertake all obstetrics, but the most able 
and conscientious keep in touch with consultants re- 
garding unfamiliar and serious complications that are 
pending. 

Radiology. This is practiced to the upper limit of 
that described for the urban practitioner. Those with 
time, practice and experience place no reliance on their 
own diagnoses and have nearly all films interpreted by 
a roentgenologist. 

Anesthesia. The rural physician gives anesthetics as 
considered necessary for the operative procedures 
undertaken. These are usually limited to intravenous 
inductions, open ether, nitrous oxide and oxygen and 
low-spinal anesthesia. 

The functions listed above cover the “average” scope 
of additional responsibilities assumed by what might 
be called the “conservative group” of this type of phy- 
sician. It is based on the interrogation and observation 
of the work of many hundreds of general practitioners 
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working in comparable rural situations in the United 
States, Great Britain, Scotland, Canada, Australia and 
New Zealand. This “‘conservative group” seems to form 
the great majority of this type everywhere. 

The “radical” minority extend their scope of work 
considerably farther but still seem to stay within de- 
finable limits. These men attempt major bowel opera- 
tions for even diagnosed malignant conditions, thyroid 
surgery and much more difficult orthopedic surgery, 
but this seems to be about the surgical maximum. 

Rarely, radiotherapy and even radium therapy are 
attempted under the conditions described. Some of 
these men also embark on anesthetic adventures using 
endotracheal and high-spinal technics, cyclopropane, 
closed circuits, curare and so forth, which may or may 
not be successful, depending on the original and post- 
graduate training. 

The studies on which the above description is based 
also demonstrated by observation (without statistical 
documentation) that the work done by the conservative 
group of rural practitioners is frequently more thor- 
ough and complete, right across the medical board— 
history taking, record keeping, investigation and diag- 
nosis (quite apart from the therapeutic procedures 
practiced)—than in the majority of urban situations. 

The scope of work that all general practitioners 
undertake is partly determined by cultural demand and 
by economics. As personal physicians these doctors are 
again frequently superior to their urban counterparts; 
the factors bringing this about are the more intimate 
nature of rural life and the rapport established in a 
situation of greater human dependency of patient on 
doctor. 

The additional responsibilities assumed by the rural 
community doctor force him, unless he is quite un- 
scrupulous, into a much more satisfactory organiza- 
tional situation in which he may employ nurses, secre- 
taries and technicians. 

Just as the unfavorable, densely populated urban en- 
vironment tends to aggregate physicians content to 
labor under all the handicaps and limitation described, 
so “good” rural-community environments attract phy- 
sicians of professional ambition who want to put into 
operation the skills in which they have been trained and 
that they hope to develop. 


Limitations of General Practice 


What should or should not be done by the general 
practitioner? There seems to be unwillingness every- 
where to define this categorically. The American Acad- 
emy of General Practice lays down as one of its objects, 
“to preserve the right of the general practitioner to 
engage in medical and surgical procedures for which 
he is qualified by training and experience,” and this 
broad statement seems to have the endorsement of gen- 
eral practitioners in all countries. 

However, the question must be asked, Is this right 


of self-determination of individual medical function, in 
relation to training, experience and ability, the correct 
way to a safe, high level of medical service for everyone? 
If the residency training program and economic and 
professional circumstances of general practice were 
considerably better than they are, the answers to these 
questions would almost certainly be affirmative. How- 
ever, circumstances are far from ideal, and, as pointed 
out above, the individual general practitioner is by no 
means the master of his own professional destiny. 

Can American medicine, therefore, afford to go ahead 
on a laissez-faire policy in relation to general practice, 
or should professional controls be put into effect at the 
level of training and community practice, similar to 
those long since accepted as essential at the level of 
specialist and hospital practice? Such a laissez-faire 
policy can no longer be afforded. It is because general 
practice has drifted for so long, while the various special 
branches of medicine have followed a charted and con- 
trolled course, starting with residency programs, that 
general practice is today in such an amorphous and 
frequently indefensible state. 

With much right and reason on his side, the radiolo- 
gist can attack the correctness of the general practi- 
tioner’s undertaking work in this field. Similarly, the 
surgeon, the obstetrician, the gynecologist, the pedia- 
trician and the rest of the specialists can attack him 
for his endeavors in each of these particular fields. 
Most of these attacks fail to stand up to examination 
where general practice is properly conducted. 

No quantitative or qualitative assessments are avail- 
able to describe a “properly” conducted general prac- 
tice. Yet observation shows that there are hundreds 
(perhaps a few thousand) of physicians whose abilities 
and conduct might be taken as a pattern for all. These 
physicians have usually reached this level by accident 
or chance related to the socioeconomic environment of 
their practices and postgraduate education. Seldom do 
they reach early professional maturity through existing 
residency or specific postgraduate programs. 

Never losing sight of the need for a large degree of 
autonomy and self-determination in general practice, 
one must define the province and function of the ma- 
jority of general practitioners of the future, and cor- 
relate this with educational and training requirements 
and the means of establishing and maintaining stand- 
ards. What follows is offered in an endeavor to do this. 

So far there has been no realistic and satisfactory 
definition of general practice. The great majority of 
attempts to define this, the largest and considered by 
some the most important field of medical endeavor, 
have resulted in broad and often meaningless generali- 
ties. This failure of definition has a significance all its 
own, which will be examined before a practical, working 
definition is offered. 

The main difficulties of defining the work of the 
general practitioner arise because, in what is loosely 
called “general practice,” there are so many different 
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kinds of physicians doing so many different things. In 

these circumstances it is greatly to the advantage of 
many men in the medical profession to leave the work 
of the general practitioner undefined, or loosely de- 
fined, because then the lines of definition can be vaguely 
drawn to satisfy the prejudices, fears, poses, precon- 
ceptions and hopes of different parts of the profession 
and the public. 

General practitioners, themselves uneasy about dis- 
crimination in staff appointments, worried about the 
multiplication of boards of certification and defensive 
about their rights in certain specialist fields, seem to 
have avoided attempts to describe and evaluate the 
exact nature of their work. 

Specialists, preoccupied with their own problems 
and concerned about standards and developments in 
their own particular fields, have had little time or in- 
clination to think seriously about the man who must 
perform what are often considered to be the laborious, 
uninteresting and poorly compensated chores of the 
profession. 

Medical educators also seem to have resisted defining 
the field of general practice. Faculty members are nearly 
all specialists, and have little or no opportunity of 
seeing or working with the general practitioner, in 
teaching hospitals, medical schools or the community. 
These teachers, isolated from the actual work of general 
practice, face the difficult problem of preparing a gen- 
eral practitioner for work that embraces some eighteen 
specialties, each with a separate board qualification. In 
these circumstances, it is naturally easier to deal with 
the problem by going around it than by attempting to 
define it and meet it head on. As a way out of this con- 
fusion, some educators have talked of producing “a 
new type of general practitioner” who, on close in- 
spection, suggests the product of a mésalliance between 
the public-health officer and the psychiatrist—a prod- 
uct wholly incapable of meeting the practical medical 
requirements of the people. 

It is obvious that there are certain specific advantages 
for a good many groups in the medical profession if 
the nature of general practice is left undefined. Other, 
more general circumstances contribute to this failure of 
definition. Probably the most important of these is the 
legitimate antipathy of many highly trained and able 
men for the professionally inadequate who are classed 
as “general practitioners.” 

As long as the nature of general practice remains un- 
certain, it will be impossible for medical authorities, or 
men in general practice to reach necessary agreement 
among themselves about what should be the extent of 
the general practitioner’s participation in certain highly 
specialized fields. It will be equally impossible to estab- 
lish the exact level of diagnostic and therapeutic re- 
sponsibility. 

Until a specific definition is furnished, it will be diffi- 
cult to attract men to the field of general practice; it 
will be difficult to design a sound program for their 
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education, and it will be almost impossible for them to 
work as general practitioners, with satisfaction to them- 
selves, their profession and their community. 

Because of this lack of definition of general practice, 
with its resulting ambiguities of status, limitations and 
responsibilities, many young physicians are unwilling 
to take up what appears to be an outstandingly thank- 
less form of medical practice. Such a situation gives rise 
to a vicious circle prejudicial alike to the best interests 
of the medical profession and the public. 

Is it, then, possible to define and describe what the 
general practitioner of the future must know and must 
do? This is quite possible, and can best be demon- 
strated initially by diagrams. Figures 1 and 2 are de- 
signed to show the real and practical diagnostic and 
therapeutic demands of general practice. 

In these diagrams, outstanding points to be noted 
are as follows: 

At least 75 per cent of the work in general practice 
falls into the fields of major and minor medical and 
surgical diagnosis and major and minor medical treat- 
ment, with undetermined overlapping into the field of 
psychiatry. 

Certain special fields can be, and frequently are, 
omitted from general practice. (This is important in 
terms of function and education of the general practi- 
tioner.) 

Certain special fields—principally psychiatry, der- 
matology, neurology, gynecology, orthopedics, oto- 
laryngology and urology—cannot be omitted, being an 
essential part of all general practice. They are entered 
on the diagrams in such a way as to suggest their ex- 
tent in general practice. 

Before details of the full implications of all this 
are considered, a concise and explicit definition of 
a general practitioner is necessary. The following defini- 
tion is presented in terms of function and responsi- 
bility, rather than in the broad and abstract terms so 
often used when previous attempts have been made at 
definition. 


Definition of a General Practitioner 


A general practitioner is a graduate in medicine from 
an approved medical school who, after a specific hos- 
pital training, is capable of assuming responsibility for 
the following areas of medical care: 

The diagnosis of all major and minor medical and 
surgical conditions (except extremely complicated and 
rare ones). 

The treatment of the great majority of the medical 
conditions diagnosed (but only the really minor surgical 
conditions). 

Obstetrics to the level of uncomplicated deliveries, 
the early recognition of abnormalities and the neces- 
sarily immediate treatment of the few unpredictable 
but potentially catastrophic emergencies that may arise. 

Pediatrics to the level required for medical and sur- 
gical diagnosis and treatment. 
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Figure 1. Diagnostic responsibilities of 
the qualified general practitioner. 
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Figure 2. Therapeutic responsibilities 
of the qualified general practitioner. 
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Psychiatry to a level permitting the differentiation of 
serious, potentially serious and mild psychoses and 
psychoneuroses, and permitting the treatment of the 
last mentioned by intelligent support, clarification and 
reassurance. 

This definition, within broad limits, is specific in 
terms of function and responsibility. However, like all 
definitions that attempt to encompass a wide and dif- 
fuse range of activities, events or phenomena, it re- 
quires considerable explanation and qualification. 

Each of the main areas outlined is discussed in 
greater detail below. 


Diagnostic Responsibilities 


Internal Medicine and Surgical Diagnosis 

Few will dispute the fact that internal medicine 
forms the basis of general practice. From the point of 
view of diagnosis, the separation of “medical” and 
“surgical” conditions is arbitrary and unrealistic; this 
decision is frequently a matter of personal opinion, 
custom, convention or prejudice. For these reasons the 
fields of internal medicine and surgical diagnosis are 
considered together. 

For a full understanding of the responsibilities of the 
general practitioner in this broad and major field of 
endeavor, it must be broken down into component 
parts, which can then be considered separately. 

Functional conditions. A large proportion (36 per cent) 
of the problems confronting the general practitioner are 
functional conditions. This does not mean that they 
are superficial problems, undemanding of time and the 
exercise of thorough clinical procedures—if anything, 
they are more demanding than the problems associated 
with overt organic disease. 

The establishment of a sound and certain diagnosis 
of functional disorder may require more thorough phys- 
ical examination, more detailed history taking and 
more laboratory procedures than—for example—the 
establishment of a diagnosis of pernicious anemia or 
carcinoma of the cervix. 

Consequently, functional conditions are considered 
further when psychiatry in relation to general practice 
is dealt with. 

Serious emergencies and potentially serious diseases and 
conditions. These are best demonstrated by a list of 
such conditions, which any busy general practitioner 
is likely to encounter in the course of his work. Con- 
sideration of these is limited to conditions likely to 
respond to specific surgical or medical treatment and 
is accordingly incomplete. Table 1 sets out these con- 
ditions and attempts to indicate the regularity with 
which they are likely to be encountered. This is not 
offered as a true volumetric analysis, but merely as a 
probable indication of frequency. 

Approximately 80 to 90 per cent of these illnesses 
as seen in general practice (not as seen in teaching hos- 
pitals) can be diagnosed with reasonable accuracy by 
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Table 1. Emergencies and Potentially Serious Iliness Tending to 


Respond to Specific Therapy. 
Condition Frequency of 
new cases 
Acute cardi lar and pul y: 

Acute congestive heart failure 1 each week or month 
y th with ted 

Serious embolic phenomena, venous and ar- 

terial 


1 each week or month 
1 each week or month 


Acute surgical abdominal and pelvic 
Chronic abdominal and pelvic disease 
Recurrent pancreatitis 


Serious head injuries, fractures of the extremi- 
ties, major lacerations and so forth 

Carcinoma involving major organs (cervix, breast, 5 each year 
prostate, colon, brain and so forth) 


10-25 each year 


Serious fluid and electrolyte imbalance 1-5 each yeor 
Infections (diphtheria, rh tic fever, ingitis, 1-3 each year (consider- 
overwhelming extremity and lung infections, ing whole group) 

acute glomerulonephritis, subacute bacterial 
endocarditis, acute laryng cheobronchiti 
and so forth) 
Diabetes (associated with coma about once every 1 each year 
7-10 years) 


Blood dyscrasias (pernicious anemia, primary Every 1-2 years 
thrombocytopenic purpura and so forth) 

Syphilis (positive serologic test usual only finding) 1 every 2-3 years 

Metabolic diseases: 1 every 2-3 years 


Thyrotoxicosis 
Hypothyroidism 
Poisoning (attempted suicide and others) 1-5 each year 
Intrequently seen and pli d ditions (un- 2-3 every year (con- 
explained congestive heart failure from rare sidering whole group) 


type of myocarditis, combinations of such con- 
ditions as hypothyroid: and rh ti 
heart disease with congestive cardiac failure 
and so forth) 
Very rare diseases and conditions 
Cushing's syndrome 


1-2 in 25 years (con- 
sidering whole group) 


any well trained general practitioner who takes a good 
history, does a thorough physical examination and 
utilizes the simple laboratory facilities that should be 
available in his office or in the local hospital. 

A well trained general practitioner does, or should 
be able to, deal with (except for major surgical treat- 
ment) a high percentage of these conditions in a man- 
ner that would satisfy any specialist. However, he may 
need to consult with one of a number of his specialist 
colleagues about treatment, with whom he therefore 
requires a close working relation. 

Routine and relatively minor diagnostic problems. The 
more serious conditions listed in Table 1, which are 
encountered “once weekly” or less frequently, do not 
constitute a large volume of practice. However, many 
patients present symptoms that tentatively place them 
in this category, where they remain until the seriousness 
of their condition has been eliminated. 

Once it has been determined that a patient is suf- 
fering from organic disease, he may have to return 


Colitis 
Diverticulitis 
Endometriosis 
Travma 
Pheochromocytoma 
Dermatomyositis 
Lupus erythematosus 
: Sprue 
Lymphoma of abdominal viscera 
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again and again for “routine care” for months, years 

or even a lifetime. In addition, a large group of fre- 
quently encountered minor conditions may be diag- 
nosed at a glance or may require only short observa- 
tion; among these are relatively harmless upper respira- 
tory infections, superficial infections, many skin dis- 
eases, obvious hernias and lipomas. 

Routine physical examinations. People do not yet 
readily accept, or demand, yearly physical examina- 
tions, although it is possible that the time is approach- 
ing when they will. They adopt a different attitude to- 
ward examination of their children. 

At present the group of persons receiving routine 
physical examinations can be divided as follows: the 
relatively few patients who are symptom free and yet 
request physical examinations ; examinations conducted 
for insurance companies; and the occasional person 
who asks for an examination for “cancer.” 

The routine examination of the symptom-free pa- 
tient rarely requires more than “primary screening,” 
which is discussed below. Routine examination for in- 
surance purposes is too well known to call for comment. 
The rare “‘cancer examination” in addition to “primary 
screening” should include sigmoidoscopy, Papanicolaou 
smear and roentgenograms of the lungs and heart and, 
in certain cases, upper and lower gastrointestinal series. 
Occasionally, further laboratory studies and consulta- 
tions are necessary. 

Complicated diseases and conditions introducing insur- 
mountable diagnostic problems. In rare cases common 
conditions present so atypical a form as to defy the 
best of general practitioners (or individual specialists). 
Similarly, multiple pathologic conditions may present 
a picture too complicated to be resolved by any one 
man. Such cases may call for the efforts of a whole 
corps of specialists who have available elaborate labora- 
tory and radiologic facilities, implying, of course, the 
resources of a large modern hospital. 

It is suggested that the general practitioner encoun- 
ters these problems, as contrasted with the others men- 
tioned above, with a frequency of about 1 in 1000. 

Rare diseases and conditions. Under this heading come 
conditions with which the general practitioner may not 
have to deal more than once or twice in a lifetime (such 
as Cushing’s syndrome, lupus erythematosus and local- 
ized amyloid disease). 

The best that can be hoped for is that through read- 
ing, attendance at grand rounds and so forth, the gen- 
eral practitioner will keep these conditions in mind 
and, having made a tentative diagnosis, will see that 
the patient gets the best of medical care. 

It is suggested that the general practitioner faces 
these problems, as contrasted with the others mentioned 
above, with a frequency not greater than 1 in 10,000. 

This analysis offers a detailed account of the medical 
and surgical diagnostic problems with which the gen- 
eral practitioner is likely to be confronted. It also sug- 
gests the frequency with which they may occur, and 


claims for the well trained general practitioner the ca- 
pacity of satisfactorily dealing with most of them. 

In substantiation of this claim it is necessary to dis- 
cuss the diagnostic routines of general practice. 


Diagnostic Routines 


The diagnostic routines of general practice can be 
broken down into primary and secondary screening 
(Table 2). The great majority of diagnostic problems 
confronting the general practitioner will be resolved as 
a result of carefully conducted primary screening. A 
further significant number will be resolved by the appli- 
cation of the technics of secondary screening, and a 
combination of these two will meet the requirements of 
most people in most circumstances today. 

However, if the general practitioner is to conduct 
practice at this level, he needs access, directly or in- 
directly, to specialists representing fifteen or twenty 
different fields and this brings up the question of his 
relation to the consultant. 


Relation to the Consultant 


The most constantly required consultants are the 
roentgenologist and the pathologist (more immediately, 


Table 2. Components of Diagnostic Routines in General Practice. 


Type of Place of Component of Screening Procedure 
Screening Examination 
Primary Office Initial history 


Physical examination (including blood pressure 
and rectal or pelvic examination, or both) 
Laboratory—urinalysis, white-cell count, hema- 

tocrit 

More detailed history 

More detailed physical ination, which may 
include proctoscopy, sigmoidoscopy, examina- 
tion of larynx, examination of fundi, filuoro- 
scopy, x-ray study of chest, Papanicolaou 
smear, biopsy of cervix and skin, electrocardi- 
ogram, basal metabolic rate; blood for 
serologic tests taken and sent to central 
laboratories. 

Laboratory petiti: of proced listed 
under primary screening, with more detailed 
blood py and perhaps some el 
tary blood chemical and stool examinations. 

Physical examinations (examination under 

igmoid py); in 


may include 


Secondary Office* 


Local hospital* 


more developed 

9 cy Py, upper and lower gas- 
trointestinal series, pyelography and chole- 
cystography, as well as more extensive biop- 
sies. 

Laboratory (blood chemical, blood 


d. 


sugar, 
protei itrogen, blood urea 


Avid 


nitrogen and 
tions, blood and urine cultures); in more de- 

loped ci , such determinations as 
serum protein and blood cholesterol may be 
made as well as, ionally, blood logi 
test, although this will usually be sent to cen- 
tral laboratory; elect diog and basal 
metabolic rate may be done at hospital 
rather than office. 


*Components listed in order of diminishing significance. 
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perhaps, a first-rate laboratory technician, the accuracy 
of whose work can be depended upon, since the well 
trained general practitioner should himself be able to 
interpret most properly presented laboratory data). 
The proper utilization of the services of these two con- 
sultants should enable him to handle adequately the 
majority of diagnostic problems discussed above. 

Complicated, rare conditions may require the as- 
sistance of a whole range of consultants. Sometimes 
telephone consultations suffice. 

However, other valid, if less imperative, reasons fre- 
quently make consultation desirable. These are reas- 
surance of the patient who may desire specialist con- 
firmation of a serious diagnosis, and reassurance of the 
general practitioner himself, who has made such a diag- 
nosis. 

This deals only with consultations in relation to 
diagnosis. Any well conducted general practice is a 
loosely organized but effective “group practice,” with 
all consulting specialists official or nonofficial members. 

As Figure 1 illustrates, there are certain specialties 
that to a limited extent play a continuous and unavoid- 
able role in all general practice. Principal among these 
are gynecology, dermatology, otolaryngology, neurol- 
ogy, orthopedics and psychiatry. 

For a full appreciation of the relation of general prac- 
tice to specialty services the extent and limitations of 
diagnostic responsibility that the general practitioner 
must assume in each of these fields must be considered 
in some detail. 


Gynecology 


Any good general practitioner must be capable of 
making a thorough pelvic examination and elucidating 
all common diseases. He must be as capable as any 
specialist, in the diagnosis of uterine displacements, in 
the location and evaluation of the possible significance 
of pelvic masses (not necessarily arriving at a final diag- 
nosis, which is frequently impossible without surgical 
exploration and biopsy), and in the visualization of 
vaginal and cervical abnormalities. He should also be 
able to take cervical biopsies and vaginal and cervical 
smears, and must have a good working knowledge of 
the endocrinologic aspects of gynecology. 

Within these specific limits lies the general practi- 
tioner’s responsibilities for gynecologic diagnosis. In 
the great majority of cases all this should be possible 
in office practice; however, he may occasionally have 
to resort to the hospital for an examination under 
anesthesia. 


Dermatology 


In this specialty clear delineation of responsibility 
is much more difficult. The general practitioner should 
be capable of diagnosing the common and typical skin 
ailments such as scabies, psoriasis, ringworm, obvious 
allergic responses and superficial bacterial infections. 
He should furthermore be able to make sound correla- 
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tions between skin manifestations and systemic dis- 
orders in such conditions as syphilis, herpes zoster and 
infectious diseases like measles and chicken pox. He 
should not, however, try to treat indefinitely nonspecific 
and intractable skin conditions and should have re- 
course to the specialist whenever in doubt. 


Otolaryngology 

The diagnostic responsibilities of the general prac- 
titioner in this field are quite circumscribed. He should 
be able to visualize the tympanic membrane and the 
larynx and to recognize abnormalities in both these 
areas. 

He should be reasonably specific about the condition 
of the ear, recognizing perforations, inflammations and 
the need for myringectomy, which he should be able 
to perform. Regarding the larynx, all that is necessary 
is to recognize, by means of history and if necessary 
examination with the laryngeal mirror, an abnormal 
state of affairs (such as paralysis of the vocal cords and 
nodules) so that the patient can be referred to a spe- 
cialist. 

It goes without saying that the general practi- 
tioners will be able to appreciate and assess the serious- 
ness of inflammatory and erosive conditions of the throat 
and associated tissues. 


Neurology 


Neurologic diagnosis has a limited, constant and im- 
portant place in general practice. The saving of life 
and the preservation of function frequently depend on 
accurate, early diagnosis of neurologic conditions and 
others with significant neurologic manifestations. 

The rarity of these conditions makes the burden of 
responsibility for correct diagnosis all the heavier. In a 
long life of active work, the general practitioner is 
likely to come in contact with a relatively short list of 
these conditions, most of which can be considered here. 
Continuous alertness to the possibilities, caution and 
the application of simple but accurate technics of 
neurologic examination and the interpretation of spinal- 
fluid examinations are the keys to successful diagnosis in 
this field. 

The urgent conditions with which a general practi- 
tioner must always be prepared to deal, in order of 
greatest probability, are as follows: acute conditions, 
including head and spinal injuries with associated bone 
fractures, pressure and hemorrhage (notable in this 
group are simple concussion, simple and compound 
fracture of the skull and vertebral column, subarachnoid 
hemorrhage and subdural hematoma), as well as cere- 
brovascular accident, meningitis and acute encephalitis, 
poliomyelitis, cervical rib, tetanus, brachialis-anticus 
syndrome, rupture of intervertebral disks and epidural 
abscess of the spinal cord; and chronic disease, includ- 
ing brain tumor and abscess and tumors of the spinal 
cord. 

If accurate and early diagnosis can be made in the 


| | 
. 


conditions listed above, treatment is frequently specific, 
dramatic and often life saving. 

In addition to these urgent conditions, there are 
neurologic diseases occasionally seen by the general 
practitioner in which accurate diagnosis can lead to 
specific therapy that will give the patient at least some 
relief and improvement. The more important of these 
conditions are: paralysis agitans; subacute combined 
degeneration of the spinal cord associated with per- 
nicious anemia; epilepsy; chorea; and such toxic con- 
ditions as nicotine, lead and beryllium poisoning. 

It is also reasonable to expect the general practitioner 
to be capable of making tentative diagnoses of such in- 
tractable neurologic conditions as disseminated sclerosis 
and amyotrophic lateral sclerosis. 

It should be re-emphasized that the technics involved 
in these diagnoses are neither mysterious nor compli- 
cated, but call for accurate and careful observation, 
physical examination, lumbar puncture and _ spinal- 
fluid examination. Mistakes of tentative diagnosis in 
this area are inexcusable and frequently fatal. 


Urology 


The general practitioner must be able to diagnose 
such common conditions as cystitis and pyelitis. He 
should, without undue strain on his capabilities, be 
capable of suspecting conditions like renal, ureteral 
and bladder calculi; he must be trained to recognize an 
enlarged and otherwise abnormal prostate and to dif- 
ferentiate (or take steps to have immediate differentia- 
tion made) an inflammatory and a malignant condition 
of this gland. He should also be capable of suspecting 
latent and possibly serious lesions, such as congenital 
anomalies of the ureter, blood vessels and urogenital 
tract. Although tentative diagnosis is usually not diffi- 
cult, the final word should come from a specialist or a 
surgeon with much special training in urology, whose 
interpretation of intravenous pyelograms and other x- 
ray films leaves little to chance. 


Orthopedics 


Responsibility of the general practitioner in this field 
is extremely restricted: to diagnose simple fractures and 
dislocations and to give emergency care to more serious 
traumatic bony injuries. He should furthermore be able 
to recognize the serious or not so serious congenital 
anomalies and thus be prepared to give ready advice to 
parents in these matters. He should also be able to 
diagnose tentatively such conditions as ruptured inter- 
vertebral disk in the cervical and lumbar regions, 
Osgood-Schlatter disease, Legg-Calvé-Perthes disease, 
bone tumors, shoulder-arm pain based upon the brachi- 
alis-anticus syndrome and other orthopedic conditions 
frequently met. 


Psychiatry 


Medical educators place psychiatry very high on the 
list of the fields in which general practitioners should 


have special aptitudes and education. This is not sur- 
prising. To begin with, it is obvious that every physi- 
cian who acts in any capacity immediately exerts, di- 
rectly or indirectly, consciously or unconsciously, great 
influence on the nature of the emotional responses of 
his patients. It is also obvious that both the accuracy of 
diagnosis and the efficacy of care depend in consider- 
able part on the understandings provided by psychiatry. 

There is, furthermore, the impressive consideration 
that about 36 per cent of all patients who seek assistance 
from medical outpatient departments are suffering pri- 
marily from some form of emotional difficulty. And 
there is finally the recognition that the general prac- 
titioner, with his opportunity to maintain a deep in- 
terest in his patients as people, is well equipped, by 
tradition and circumstance, to render the kind of con- 
tinuous and understanding medical attention required 
by those suffering from the milder emotional disorders. 

For all these reasons the general practitioner has in- 
creasingly been assigned to duty at the right hand of the 
psychiatrist and, in view of the fact that trained thera- 
pists are in short supply, to act as a substitute for him. 

There is grave doubt whether the field of psychiatry 
is sufficiently developed or whether there is at the 
moment a series of sufficiently stabilized procedures to 
permit any but the most fully informed and trained to 
practice it effectively at anything but a superficial level. 

The general practitioner should be able to act effec- 
tively by support, clarification and reassurance in the 
day-to-day doctor relation, but he should not go beyond 
this point. He cannot be expected to deal safely with 
the more persistent neuroses or major psychoses. Under 
the present system of medical education, he does not 
learn enough, and the conditions of his practice and 
the nature of psychiatric therapy do not allow him 
enough time to handle these problems properly. 

Finally, there is the danger that overloading the con- 
cern of the general practitioner for emotional factors 
will interfere with his essential search for organic dis- 
ease. His primary obligation in general practice is to 
meet the true medical emergencies and then, as best 
he can, to care for the functional problems. 

Even when the symptoms are those of flagrant psycho- 
neurosis, the general practitioner must proceed to elim- 
inate all organic disease—he must not forget that 
“neurotics are not immortal.” The experienced physi- 
cian can often make a fairly accurate diagnosis of prob- 
able functional imbalance a few minutes after history 
taking has started. He may therefore be bored by the 
prospect of a long and perhaps unnecessary history, 
physical examination and laboratory studies. But the 
history, the examination and the study are indispen- 
sable; no concern for psychiatric treatment or support 
can supplant them. 

In view of the foregoing, the extent to which the gen- 
eral practitioner can safely enter the field of psychiatry 
appears, under present conditions, to be the ruling out 
of specific organic disease in functional cases after 
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which he can make a tentative diagnosis of the emotional 
component present ; having made the diagnosis, he can, 
in selected cases, proceed with the simple therapeutic 
measures of support, clarification and reassurance at his 
command. In cases of severe neurosis and in psychoses, 
he must refer his patients to psychiatrists. 

Pediatrics 

Where pediatrics is a part of general practice, it is an 
important part. It can constitute as much as 20 to 30 
per cent of a general practitioner’s activity, and it should 
be noted that 75 per cent of all pediatric care in this 
country is done by general practitioners. 

Wherever the general practitioner embraces pedi- 
atrics, the same remarks as have been made regarding 
internal medicine and surgical diagnosis apply rigidly. 
The difference between this field and those discussed 
above is principally that in certain circumstances, nota- 
bly in large cities, where numerous pediatricians are 
available, all responsibility may sometimes (and must 
sometimes) be relinquished by the general practitioner. 
In less populous areas some general practitioners (nota- 
bly the older ones) yield responsibility to other general 
practitioners. 

There are a few additions to be taken into account. 
Outstanding among these are an indispensable knowl- 
edge of feeding problems, normal growth development 
and the infectious diseases of children and an ability to 
diagnose the really important, potential surgical emer- 
gencies of infancy, particularly those resulting from 
congenital abnormalities of the intestinal tract. How- 
ever, the additions to the areas that must be covered in 
adult medicine are few and relatively simple. 

Perhaps the greatest demand, particularly in terms of 
time, on the general practitioner who undertakes the 
care of children is in the handling of behavior problems. 
Many of the remarks made above about psychiatry apply 
here. 

In terms of time and technic, the demands for im- 
munization and vaccination are insignificant. 


Obstetrics 


The remarks concerning pediatrics hold for obstet- 
rics: general practitioners are doing the majority of ob- 
stetrics in the nation, and responsibility in large cities is 
increasingly being yielded to qualified specialists. 

At a minimum, the general practitioner assuming re- 
sponsibility for obstetric care must be able to conduct 
satisfactorily all uncomplicated deliveries and to recog- 
nize, in advance of labor, the abnormal conditions of 
pregnancy. This naturally presupposes careful prenatal 
work and when necessary the opportunity, on the de- 
tection of any abnormality, to send the expectant moth- 
ers before labor to specialist centers. 

There are certain other minimal requirements for the 
general practitioner to meet. These are essential because 
of the never-ending combinations of unforeseeable, 
spontaneously occurring emergencies that can arise in 
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obstetrics and can so easily end in tragedy and catastro- 
phe. He must be able to control third-stage bleeding 
(short of performing cesarean section and hysterecto- 
my), whatever the cause and to give a transfusion to an 
exsanguinated mother. He must also be able to perform 
(and repair well) a simple episiotomy and to effect a low 
forceps delivery. He must have a ready line of communi- 
cation (the telephone will frequently suffice) to an ob- 
stetric specialist. 

Finally, the general practitioner should be prepared 
to devote a considerable amount of personal attention to 
the expectant mother during her pregnancy and to give 
due regard to her usually normal, but profoundly im- 
portant, psychologic problems. 


Public Health 


The over-all relation between general practice and 
public health is both tenuous and variable. 

On the side of environmental sanitation, the average 
general practitioner plays a minor role, or no role at all. 
He may become aware of a source of infection during a 
major or minor epidemic, and may report this to public- 
health authorities. He will sometimes notify the local 
department of health of communicable diseases, as re- 
quired by statute, and so set in motion the machinery of 
quarantine and so forth. He may take an interest in 
problems such as food handling or particular industrial 
medical problems in the local industries of his com- 
munity, but this is the exception rather than the rule. 

On the side of “personal services” in the public- 
health sense (such as maternity and child welfare and 
school medical services) he frequently plays a much 
more significant part. This may be official or unofficial. 
If he is truly a family doctor and embraces the fields of 
pediatrics and obstetrics and if patients have full access 
to his services, he can make the so-called “personal 
services” of public health redundant. 

He is undoubtedly potentially the best “health 
educator.” He has the confidence and trust of the 
people in his community in a degree that no other 
individual, group or organization can hope to approxi- 
mate. At the same time, he carries an authority beyond 
and above that of any health educator. His limitations 
in this direction are principally those of time to do the 
job properly, or lack of personal interest in the area 
that has come to be known as health education. How- 
ever, in spite of himself, a good part of his time and 
effort is devoted to this end. 

As for health education so for preventive medicine: 
the general practitioner, though limited in his oppor- 
tunities, is potentially the best instrument of preventive 
medicine in a personal sense. 

It should be emphasized that, despite the best of 
intentions and desires, organized mass medical services, 
such as mass radiography, school services, maternal and 
child welfare clinics, cancer screening clinics and multi- 
phasic screening clinics, cannot be truly personal. Mere- 
ly calling them personal does not make them so. If the 


same ends can be achieved, and it is suggested that they 
can, through the agency of the general practitioner, 
there is no excuse for mass impersonal, “personal ’’ 
service. Indeed the threat of mass services has done 
much to induce the average general practitioner to per- 
form certain routine examinations he might otherwise 
omit. 

The foregoing remarks do not imply criticism of the 
many and great achievements of public-health services, 
nor do they suggest that the general practitioners of the 
country, as of today, can take over the work of the 
health officers. However, they are meant to set a goal to 
be aimed at, and to call attention to the desirability of 
truly personal services rather than mass services. 

For the time being, the general practitioner has 
much the same relation to public health as he does, 
for example, to surgery. There is no suggestion that he 
can or should take over the function of the health 
officer or public-iscalth clinics. 


Therapeutic Responsibilities 


Figure 2, setting out the therapeutic responsibilities 
of the general practitioner, is almost self-explanatory and 
needs only the briefest comment. 

With the exception of treatments involving major 
surgery, the well trained general practitioner should be 
able to assume responsibility for the treatment of the 
great majority of conditions he diagnoses. The other 
broad exceptions to this general rule are conditions re- 
quiring special hospital care, notably pulmonary tuber- 
culosis and psychiatric cases. 

The general practitioner, particularly in this age of 
ever-changing and developing treatment, will need 
much more recourse to specialist consultation than he 
requires for diagnosis. However, after consultation, he 
should be able to supervise or carry out most therapy 
apart from that requiring rigid laboratory control. 

The scope of responsibility of the general practitioner 
of the future and his prototype practicing today has 
now been discussed in some detail. These considera- 
tions have been laid against the background of an analy- 
sis of general practice today. The gap between the 
greater part of contemporary practice and projected 
theory is large, and will take many years to bridge. 


General-Practitioner Specialist 


There is yet another gap between general practice, 
even as defined for the future, and specialist services as 
of today or tomorrow. The second gap is bridged by the 
general-practitioner specialists, who offer their services 
to the people living in the smaller communities not 
served adequately by formally qualified specialists. 

These physicians, meeting an urgent and frequently 
emergency requirement of contemporary society, are 
most of the time under attack or criticism by their more 
fortunately placed, formally trained colleagues, who 


themselves cannot hope to fill this need. These men are 
the victims of the wonders of twentieth-century tech- 
nocracy ; society cannot afford to have them become the 
human offerings on this altar of technical efficiency as 
long as it lacks the means of bringing the benefits of the 
higher levels of modern medical technocracy to every- 
one. 

It is time for the role bestowed on the general- 
practitioner specialist as the result of practical necessity 
to be rationally considered and sensibly equated with 
the achievements and future possibilities of a more 
formal and better controlled specialist service. The gen- 
eral-practitioner specialist is here considered within 
this framework. 

General practitioners frequently become interested in 
special fields of endeavor. In the early part of this cen- 
tury many became, through self-acquired postgraduate 
training and experience, the qualified specialists of the 
day. Gradually, this form of “‘self-preparation” for a 
specialty and “‘self-elevation”’ to “‘specialist” status gave 
way to formal and specified training programs and 
registerable qualifications. Many of these general-prac- 
titioner specialists, although not qualified by formal 
training, have raised the standards of medical services 
in rural, semirural and small urban areas not served by 
formally trained specialists. 

General-practitioner specialists fall into two broad 
categories—“medical” and “surgical.” The former 
raise little interest or controversy ; the latter are perhaps 
the most controversial figures in the entire medical 
scene. The reasons for the quiet acceptance of the gen- 
eral practitioner’s role as a “medical” specialist and the 
frequently vociferous rejection of him as a “surgical” 
specialist are numerous, if not always logical. 

The “medical” specialists usually embrace such fields 
as cardiology, chest disease, pediatrics and anesthesi- 
ology. The performance of these men is not always tan- 
gible and only rarely open to much scrutiny. Further- 
more, the able, conscientious general practitioner who 
seriously desires to embrace these fields can usually find 
for himself accessible postgraduate courses, which will 
take him a reasonable distance along the road of spe- 
cialist knowledge. The actual technics to be learned are 
limited ; success rests on observation and interpretation 
of data rather than on technic. This is not meant in any 
way to underwrite the essential skills demanded by 
these specialties, but they are covert as distinct from 
the overt skills demanded in surgical fields. Similarly, 
“medical” errors are frequently covert, as contrasted 
to the overt errors of surgery. 

The sound surgical specialist must acquire not only 
skills common to his medical colleagues, but also a 
wealth of technical skills calling for considerable dex- 
terity and long application to reach perfection. 

The performance of general practitioners as surgeons 
has been subjected to an ever-increasing critical analysis 
by surgical specialists during the past fifty years. In 
this regard, the general practitioners interested in sur- 
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gery seem to have done a much more thorough job than 
their medical colleagues in the broad field of general 
practice, especially diagnosis and hospital organization. 
For example, with one exception, all general practition- 
ers working with or testifying before the President’s 
Commission were general-practitioner surgeons. Some 
were sent as delegates, and others were invited by the 
Commission, not because of surgical ability but because 
of their wide accomplishments. 

The requirements for training and experience de- 
manded by the various specialty boards offer an index 
to how the leaders in each of these fields assess the difhi- 
culties and skills to be mastered. For example, the de- 
mands for board qualifications in pediatrics and anes- 
thesiology are encompassed in two years of residency 
training whereas five years are required for general sur- 
gery. 

These theoretical and academic considerations, how- 
ever laudable, must be equated to practical necessity. 
An endeavor to do this is made largely in terms of 
surgery, which is the most controversial area, since most 
of the considerations applying to it apply in some degree 
to all specialties. Because little room is left in the great 
cities for the general-practitioner specialists, considera- 
tion is given largely to rural, semirural and small-town 
communities. 

It should be said at this juncture that much of the 
controversy centers on what is often referred to as “the 
rights and privileges” of the general practitioner, or 
alternatively “the rights and privileges” of the special- 
ist, and there has grown up a regrettable competition 
for the preservation of these so-called “rights and privi- 
leges”—for example, between the members of the 
American Board of Surgery and the American Academy 
of General Practice, with the American College of Sur- 
geons standing somewhere between. It might be pointed 
out that none of these bodies or their members are en- 
titled to any “rights and privileges” that are not wholly 
synonymous with the “rights and privileges” of the 
people, to whom all consideration must be directed. 


Need for General-Practitioner Surgeons 


No one knowing the medical picture in rural America, 
appreciating the cultural demands of patients that ‘‘their 
doctor” do “their work,” understanding the economics 
of medical care and the present impossibility of widely 
distributing specialists outside the big cities (except by 
actual direction and subsidy), could seriously challenge 
the real and great need for general-practitioner special- 
ists, and perhaps more particularly for general-practi- 
tioner surgeons. 

It is another thing to challenge the capabilities of 
many of the doctors who are the products of this need 
and to plan for their betterment or ultimate replace- 
ment. It has been estimated that between 40 and 70 per 
cent of all the surgery in the country is in the hands of 
general-practitioner surgeons; certainly, a great major- 
ity of the small hospitals (25 to 100 beds) are staffed 
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almost entirely by general practitioners, and most of 
these are equipped with operating theaters. It is rea- 
sonable to assume that most of them need operating 
theaters, if for no other reason than to care for emer- 
gencies resulting from trauma, and unusual and catas- 
trophic complications of childbirth. It is equally 
reasonable to assume that many of them must cope with 
acute abdominal and similar problems. When special- 
ists are not available the general practitioner must 
serve. 

The surgical purists claim that these problems can 
and should be solved by centralization of specialist 
services in the great hospitals and the maximum use of 
modern means of transportation. A few selected cases, 
the common experience of so many doctors, suffice to 
refute this piece of “ideal” theory. Examples of these are 
head injuries resulting in compression, massive hem- 
orrhage resulting from such conditions as perforation 
of the placenta, placenta praevia or trauma from a mul- 
titude of causes, respiratory obstruction demanding 
immediate tracheotomy and similar spontaneous emer- 
gencies, which do not permit the transportation of the 
patient. Occasionally, the emergency is catastrophic 
enough to require intervention without sterile instru- 
ments. 

Although such irrefutable emergencies constitute the 
raison d@’étre of the on-the-spot surgeon, there are many 
other reasons for the continuing existence of the gener- 
al-practitioner surgeon. First, if he is to be capable of 
meeting dire emergencies arising infrequently, he must 
have continuing surgical experience at a reasonable 
level, and in a great many places he must be prepared to 
meet the common acute surgical emergencies of the 
abdomen and certain aspects of obstetrics. 

Any doctor so skilled is entitled to undertake elective 
operations within certain limits. In fact, if he does not do 
so he cannot possibly maintain his surgical skills. The 
important questions to be answered are, What are the 
broad limits of general-practitioner surgery and what 
relation does this have to training requirements? 

It is possible to specify quite categorically the range of 
conditions that the general-practitioner surgeon com- 
monly encounters and should be capable of handling 
safely and well. These problems are as follows: 

Abdominal surgery. All acute abdominal emergencies, 
including intestinal defunctioning operations and sim- 
ple resections, anastomoses and elective procedures to 
the same level. 

Obstetrics. Classic and low cesarean section, midfor- 
ceps extractions, exploration of the uterus and so forth. 

Gynecology. Total and vaginal hysterectomy. 

Peripheral vascular disease. Ligation and stripping of 
superficial veins, ligation and division of femoral veins 
and embolectomy (femoral, iliac and auxiliary iliac 
vessels). 

Genitourinary conditions. Nephrectomy and cystos- 
tomy in emergencies. 

Thoracic surgery. Thoracoabdominal incisions, resec- 
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tion of ribs, thoracic trauma and cardiac massage. 

Neurosurgery. Elevation of fragments of compound 
fracture of skull and subtemporal decompression, if 
ordered by a neurosurgeon. 

Otolaryngology. Tonsillectomy, myringodectomy and 
emergency tracheotomy. 

Orthopedics. A definite list of simple fractures and dis- 
locations. Compound fractures as advised by a specialist 
consultant. 

Plastic surgery. Split, pin-point and small fullthick- 
ness grafts for treatment of burns and trauma and re- 
placement of tissue about face and fingers after excision 
of small skin neoplasms. 

This list should set the upper limits of the scope 
of general-practitioner surgery. Factors other than the 
doctor’s personal skills, such as the limitations of hospi- 
tal and nursing facilities, may reduce this scope con- 
siderably. No good case can be made out today for the 
general-practitioner surgeon grossly to exceed these 
limits and undertake surgery for such things as thyro- 
toxicosis or malignant condition demanding highly spe- 
cialized training (except interim procedure like colos- 
tomy to relieve acute intestinal obstruction resulting 
from a neoplasm and a total hysterectomy for early can- 
cer of the endometrium). 

How to keep general-practitioner surgeons within 
reasonable limits poses a difficult problem. This cannot 
be done satisfactorily by legislation and policing. It must 
be a matter of self-determination, residency training and 
minimum control of hospital situations. The proper 
resolution by this means is contingent upon good organ- 
ization. From a practical standpoint consultant “chief 
surgeons” associated with medical centers can do much 
to eliminate excesses and furnish guidance. The over- 
coming of financial incentive leading doctors along the 
road of surgical excess is one of the great problems of 
the future. 

The relation of essential general-practitioner surgery 
to education and training raises a host of debatable 
issues. It will have been noted that, in terms of the 
functional definition of general practice here offered, 
all responsibility for major surgery has been removed 
from the shoulders of the general practitioner. It should 
be clearly understood that this is a target for a distant 
future and not a program for tomorrow. Many years will 
elapse before surgery can pass from the province of the 
general practitioner, even though there are admittedly 
too many qualified surgeons in process of training. A 
“new type” of general-practitioner surgeon produced 
by specific residency training would have to be accepted 
by the leaders in surgery, this change being realized, if 
ever, in the distant future. This does not mean that the 
difficulties of the interim period can be ignored. 

These difficulties will not be solved satisfactorily by 
the current approach of setting rigidly high academic 
and technical standards, such as those set by the Amer- 
ican boards, and projecting them into medical situations 
where busy doctors already doing satisfactory work can- 


not possibly aspire to meet such requirements. These 
really apply to urban areas, preparation for teachers of 
surgery, and so forth. Although the standard-setting 
efforts of the various boards are wholly laudable at the 
top level, the present trend to use the same standards 
for the exclusion of the worthy and essential general- 
practitioner specialist from hospital appointments is 
deplored. It is agreed that certain practical standards 
must be set for residency training of general-practition- 
er surgeons without the padding of “research” and un- 
necessary months in the laboratory. 

One important point that has not been mentioned 
is the relation of the volume of major surgical work a 
doctor, working alone and not receiving referred cases 
as distinct from one working in a group, must do to 
maintain his skills. This consideration introduces the 
more important question of the volume of work an 
efficient general practitioner can and should handle. 
There are several schools of thought on this issue. The 
majority of them have arrived at their various assess- 
ments of volume of work in relation to performance from 
very shaky premises and a confused understanding of 
the realities of general practice. 

It is our opinion that the commonly accepted present- 
day assumption that a general practitioner is fully oc- 
cupied caring for 1000 people is wide of the mark, and 
we are concerned at the endeavors being made to gear 
educational and medical organizational developments to 
this figure. We believe that a general practitioner with 
a well organized and equipped office, employing ade- 
quate nursing, technical and clerical assistants, can care 
adequately for approximately 2000 people. We further 
believe that a population group of about 5000 is neces- 
sary to provide the volume of clinical material that will 
maintain a general-practitioner surgeon’s skill in the 
field of general surgery. 

These issues cannot be further elaborated in this 
paper, but the statistics presented in Table 3 are offered 
without comment. 

The volume of this practice, when related to the 
gradually increasing number of office assistants, re- 
mained quite constant for about fifteen years and was 
judged to be conducted at a reasonably good level by 
several specialists who were familiar with it. This is not 
an isolated example; the average daily personal services 
by nurse and physician amounted to approximately 40.* 
Four factors must be present to permit this volume of 
work to approach an acceptable level: long hours of 
work (75 to 100 a week), at least 3 excellent office 
assistants, few home visits (4 by nurse and physician 
daily) and hundreds of trivial illnesses. 

The level of surgical skill necessary for this type of 


*An article entitled ‘'Your Economic Weathervane” in 
the December, 1952, issue of Medical Economics (pages 83- 
87), indicated that approximately 23 per cent of all physi- 
cians in the United States were in this income bracket. 
These doctors saw an average of 40 or more patients daily. 
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Table 3. Crude Breakdown of 300 Continuous Days of Work in 
the Practice of One of Us* for the Year 1945. 


Physician: 


(x-ray examination and clinical 


pr 
and laboratory technician) 


Major surgical procedures 
Minor surgical procedures: 
Hospital 


*D.M.C. (working without the assistance of other physicians but with the help 
of a secretary, office nurse and technician). 
tConsultations (500 to pathologists and roentgenologists and the ind 


to specialists representing many fields) numbered 727. 


practice (with excellent consultants available in all fields 
within an hour or two) was supplied before 1940 in 
teaching hospitals in the East by two years of straight 
surgical and six months of obstetric training. 

The net result of such a practice is a chronically 
fatigued surgeon who may or may not be sufficiently 
alert to operate at his top level of efficiency. There were 
no fatal accidents that year, but occasionally errors were 
noted, more embarrassing than serious and usually 
caused by constant overpressure and lack of time. 


Medical Education and General Practice 


Medical curricula and hospital training programs 
have grown up in a haphazard fashion. Twenty or thirty 
years ago medical education in the better schools was 
more or less basic, if for no other reason than at that 
time the sum total of sound medical knowledge was 
basic. Since then all sorts of endeavors have been made to 
superimpose on the basic and essential the almost in- 
credible scientific and technical advances of the last few 
decades. 

The present-day medical student is expected to ab- 
sorb an immense amount of detailed knowledge, much 
of which bears little relation to the work he is going to 
do. He is the victim of rapid technical and scientific 
progress and the natural enthusiasms of the scientists 
and educators to embrace and pass on these advances in 
knowledge. 

Medical education has far outstripped the ability of 
doctors to use and apply widely in a practical way the 
knowledge and technic at their disposal. A dawning 
realization of this fact has added to the burdens of 
medical students. Confusion characterizes present-day 
thinking in this field. 

Endeavors are being made to compensate for the 
great swing of the academic pendulum to scientific ma- 
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terialism by the addition, to an already overloaded cur- 
riculum, of superficial attempts to “humanize” the 
student, and to teach him “social” and “psychologic” 
medicine. 

The movement toward specialization and the almost 
total domination of medical faculties by specialists has 
greatly intensified these trends. Correction can only 
be brought about with a clear recognition of the real 
medical needs of the people and the regearing of educa- 
tional machinery to meet these needs. More than any- 
thing else this calls for an objective understanding of the 
problems of general practice, a functional definition of 
the essential responsibilities of the general practitioner 
and the readjustment of educational theory and practice 
to cope with them. 

This paper has endeavored to do the first two of these 
things; it cannot in any detail attempt the latter. We 
recognize completely the importance of training and its 
relations to subsequent medical performance; we ap- 
preciate the endeavors of the various specialty groups 
to establish and promote standards within the confines 
of the numerous specialties, but we deprecate the over- 
all trends in relation to the needs of the people, and the 
needs of the vast majority of doctors who are to serve 
them. 

So far as general practice is concerned theoretical re- 
quirements of the present-day medical course go well 
beyond the requirements of the doctor in practice. This, 
of itself, would be no crime so long as these theoretical 
excesses were not carried on at the price of practical 
essentials, which would promote the general level of 
medical care in the community. It is suggested that this 
is the price being paid for some of the great “‘advances” 
in medical education. 

The enormous developments in hospital practice have 
elevated the larger of these institutions, particularly the 
teaching hospitals, to a plane so far above that of com- 
munity practice that the gap is difficult to bridge, but 
with great effort (which is far from universal) and by 
strict adherence to a basic pattern of consultants, physi- 
cal plant, laboratory facilities and moderate hospital 
control of qualifications for staff membership (particu- 
larly the surgical staff), the present gap could be 
bridged. To try to eliminate the hiatus by the inclusion 
of short “orientation” courses in the ways of general 
practice or by harnessing of the resources of health de- 
partments, programs for the medical care of indigents, 
hospital and outpatient departments, screening clinics 
and so forth is both inadequate and artificial. The use of 
such unsatisfactory impersonal substitutes for what 
should be a personal medical service is no solution, and 
yet this is the common trend. 

We believe that the answer to the educational dilem- 
ma lies, first with an understanding of the problems as 
set out above, and secondly with the harnessing of the 
huge clinical and teaching resources outside existing 
teaching hospitals. We do not agree with the readoption 
of long-discarded technics of preceptorship, which some 
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authorities are again advocating, but suggest rather that 
tried and tested methods of internship and residency 
training can be applied in a much more realistic manner 
and extended to embrace smaller hospitals of satisfactory 
standard. These hospitals today house the greatest part 
of the less exotic but absolutely necessary clinical teach- 
ing material. To accomplish this, general practitioners 
and specialists in rural and semirural areas would be 
expected to give instruction under the auspices of the 
teaching hospitals after the problem and the method 
had been carefully studied. 

We further believe that it is possible and necessary 
to develop a new teaching medium outside the hospitals. 
This should take the form of properly organized group 
practice, serving community needs to a much higher 
level than is usually possible for the individual practi- 
tioner working alone in his office. 

The province of teaching must pass from the monopo- 
listic control of the specialist and make full use of the 
great contribution the general practitioners have to offer, 
when they have shown that, as a group, they are capa- 
ble and desirous of accepting this great responsibility. 

None of these statements in any way imply a turning 
back of the clock so far as the standards and qualifica- 
tions of specialists are concerned, but rather a realistic 
and common-sense turning forward of the clock in 
terms of standard setting for general practice. This in- 
cludes, however, an appeal to stop decrying the achieve- 
ments of general practice in terms of the rightfully 
exalted, highly particularized requirements for individu- 
al specialist fields and to stop trying to set the educa- 
tional course for the former with the compass of the 
latter. 

It is not possible to discuss in detail the question of 
curriculum content, but we are firmly of the opinion 
that a well planned four years of medical education, 
followed by two years of hospital training, where teach- 
ing is properly conducted, will meet the needs of a high 
level of general practice anywhere. The one exception 
to this generalization is surgical technic, which calls for 
a third or fourth year of hospital experience devoted 
specifically to this end, with perhaps orientation in this 
direction in the early years of hospital training.* 

It is emphasized that the financially handicapped 
make up a large percentage of students who enter this 
field. The expense of three or four years of internship 
and residency program may be prohibitive. Direct sub- 
sidies in the form of loans, internships during the fourth 
year of medical school and other suggestions have been 
made to fit the difficult economic situation to the abso- 
lute necessity of longer hospital training for qualified 
general practitioners and general-practitioner surgeons. 


*One of us (D.M.C.) believes that three years of hospital 
training are necessary to qualify a general practitioner and 
four years of hospital training, with three of these devoted 
to surgery, are necessary to qualify a doctor as a general- 
practitioner surgeon. 


Postgraduate or “continuing” education is a neces- 
sity of good general practice. The work ‘‘continuing” 
should forever be replaced by the word “continuous.” 
The key to continuous education is the daily constant 
and close interaction of doctor with doctor that today 
is difficult for most men working in individual practice 
and impossible for those in this position with no hospital 
appointments. The value of formally planned post- 
graduate courses is secondary to that of providing the 
means for this constant and close interaction. 

As a matter of fact, if the residency training for gen- 
eral practice by means of medical journals, hospital 
meetings and the meetings of county and state medical 
societies were adequate and young doctors could and 
would pursue “continuous” education locally, most of 
the postgraduate courses now offered would be redun- 
dant. This is not true of the preparation for part or 
total specialization (preparing for the American Board 
of Medicine and so forth), which requires weeks or 
months of postgraduate work, year after year. 

Why is it almost impossible to persuade the majority 
of general practitioners to use the excellent postgradu- 
ate facilities that may be at their disposal? In addition 
to all the factors mentioned (time, low income and lack 
of hospital facilities), it is a cold fact that, unlike the 
specialist, the general practitioner can afford to practice 
at a substandard level without greatly jeopardizing his 
hospital appointment, his income or his membership in 
medical organizations available to him. We do not regard 
the one-year internship and the program of postgradu- 
ate study required by the American College of General 
Practice as fully meeting the situation. The expulsion 
from the Academy of General Practice of over 100 
physicians in California because they did not meet the 
required postgraduate study emphasizes the lack of 
incentive under the present program. 

If hospitals demanded qualifications for staff appoint- 
ments for general practitioners more in line with neces- 
sities of practice, if boards of general practice were 
established to be taken three to six years after comple- 
tion of residencies, and if admission to the Academy of 
General Practice required the foregoing qualifications 
for membership, perhaps the general practitioner of the 
future would have the same incentive that is common to 
all the specialist fields and a worldwide pattern. f This is 
mentioned as a partial solution even though some of the 
less desirable features of the board requirements are 
appreciated. 

Finally, it must be said that educational reform is far 
from the panacea of all evils in the circumstances of 
general practice today. Important as it is, it may be 
secondary to the requirements for social, economic and 
organizational reform in relation to this field. 


{This conception of three-year residency programs and 
American Board of General Practice qualifications is not 
countenanced by one of us (J.C.), who believes that for 
many reasons not more than 5 or 10 per cent of general prac- 
titioners could or would accept such a program. 
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National Health Program Up for Discussion 
Concress has reached the half-way point in its 1953 


session still intent upon reducing government expenses, 
yet uncommonly sympathetic to proposals designed to 
put medical care on an insurance basis—with the Treas- 
ury footing part of the bill 

Not since the early 1930’s, when compulsory health 
insurance was first advanced by the Roosevelt adminis- 
tration, has the socialized medicine influence in Wash- 
ington been at such low tide as it is today. And one has 
to go even further back for the period when it was as 
fashionable to come out openly for budget balancing. 
And yet there are unmistakable signs on Capitol Hill, if 
not at the White House, of mounting sentiment in favor 
of government-supported—but not government-con- 
trolled—health insurance. 

In this space two months ago, attention was called to 
early manifestations of this trend. Today it has reached 
a point of development where several middle-of-the- 
road members of Senate and House are working ag- 
gressively for enactment of a bill embracing a compre- 
hensive national health program that would cost approx- 
imately one billion dollars a year. It was introduced 
simultaneously on March 2 by Senators Ives (N.Y.) and 
Flanders (Vt.) and Representatives Hale (Me.) and 
Javits (N.Y.). All are Republicans. 

Principal element of their plan, which is substantially 
the same as the one they supported in 1949, is federal- 
state subsidization of voluntary, nonprofit, prepayment 
medical and hospital care systems throughout the 
country. Membership in these plans would be voluntary, 
with premium payments scaled to family income. Ulti- 
mate objective is to achieve maximum enrollment in 
voluntary plans which would be enabled by govern- 
mental financial assistance to enlarge their benefits and 
lower their charges. 

The Ives-Flanders-Javits-Hale bill also has provisions 
for increasing federal grants to the states for stimulating 
construction of hospitals; initiating a program of finan- 
cial aid to schools of medicine to defray operating costs 
and encourage modernization of physical plans; sub- 
sidizing local public health units, and conducting a 
long range survey of national health needs. 
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TRENDS AND EVENTS IN THE NATION'S CAPITAL 


“The cornerstone of the national health insurance 
program advocated in this bill is the local, voluntary, 
prepayment health service plan,” the Congressional 
sponsors stated. “Many such plans are in operation 
today. Unfortunately their cost is beyond the means of 
a large segment of the population. The increasing popu- 
larity of these plans, however, demonstrates that the 
voluntary approach to the exigencies imposed by ill 
health is the solution desired by the majority of the 
people—f it is designed in consideration of their finan- 
cial resources.” 

By following a course of action outlined in this omni- 
bus bill, ‘tthe health needs of the nation can be met 
realistically within the framework of our free institutions 
and without zesort to government intervention and 
control,” said the sponsors’ statement. 

An interesting sidelight is that Vice President 
Richard Nixon, when he was a member of the House 
of Representatives four years ago, was one of some ten 
or twelve Congressmen who favored this type of na- 
tional health legislation. 

Although even the plan’s most optimistic backers do 
not anticipate passage of the bill this year, it is quite 
probable that committee hearings will be conducted this 
spring and decisive action deferred until the 1954 ses- 
sion of Congress. 


Uncle Sam Takes Out After Quacks 


Spearheaded by the Food and Drug Administration 
and the Federal Trade Commission, Uncle Sam is 
making a determined effort to wipe out interstate 
quackery, especially that which preys on victims of 
cancer. 

Food and Drug Commissioner Charles W. Crawford 
placed emphasis on this campaign in the annual report 
which he submitted to Congress a few weeks ago. He 
noted with pleasure that within recent months the 
U.S. Supreme Court turned down appeals that had been 
made by three promoters of “cancer cures.” Meantime, 
the Federal Trade Commission is stepping up its activi- 
ty against manufacturers and distributors of pills and 
devices for which exaggerated claims are made in news- 
paper, magazine, radio, and other forms of advertising. 
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(FDA’s authority is limited to the label, directions, and 
explanatory literature which accompanies the medicine 
or device.) 

Commissioner Crawford’s annual report notes that, 
for the first time, a physician was convicted of aiding 
and abetting prescription violations. He had provided 
a drug store with signed blank prescriptions which 
were used for sale of sulfathiazole and penicillin to 
customers who came in seeking treatment for venereal 
infections. 

The report discloses that thirty-six seizures of thera- 
peutic devices were made in 1952 and in eleven of these 
instances the material was found to be defective— 
inaccurate clinical thermometers, unsterile surgical 
dressings, rubber prophylactics that were perforated, 
hypodermic syringes which were found to have cracks 
in their metal tips, etc. 

“Twenty-five device seizures were made because of 
false and misleading claims, combined in some cases 
with a charge that they would endanger the user,” the 
report says. “In construction these gadgets ranged all 
the way from silver disc lockets, claimed to generate 


cosmic rays, to complicated colonic irrigators reminis- 
cent of Rube Goldberg’s best.” 

The “cosmic ray lockets” were taken from an elderly 
physician who said he used them in his practice to cure 
high and low blood pressure, also insanity. He claimed 
they were useful also against cancer, arthritis, and rheu- 
matism. They came in two “popular price” models 
selling for $250 and $350 and the inevitable large 
economy size that carried a $750 price tag. 

In the higher brackets was a confiscated colonic 
irrigator which sold for $1,600, chiropractors being the 
best customers. Literature accompanying this device 
proclaimed its efficacy in treating arthritis, kidney 
trouble, colitis, diabetes, and a host of other diseases. 

A new problem, said Commissioner Crawford, is the 
ultrasonic device which has been introduced in Europe 
for treatment of glandular disturbances and which is 
being imported into the U.S. ‘‘Practitioners without any 
background in this field have been attempting to im- 
port the devices and use them on their patients,” he 
said, warning that great damage may result from im- 
proper use. 


“Oh, | feel fine. But my husband takes the full medical deductions 
on his taxes and | don't feel it’s ethical not to spend the money.” 
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Durinc the first week of the 83d Congress bills were 
again introduced to permit tax deferments on amounts 
used to purchase retirement annuities. These measures, 
H.R. 10 and H.R. 11, which were introduced by Mr. 
Jenkins of Ohio and Mr. Keogh of New York, are iden- 
tical with the “Keogh-Reed” bills of the 82d Congress. 
The bills are designed to encourage the establishment 
of voluntary pension plans by individuals and to pro- 
vide more equitable tax treatment for self-employed 
persons. The bills in their present form now include 
all the amendments suggested by the American Medical 
Association at hearings on the original legislation last 
May. 

Through amendment of the Federal Internal Rev- 
enue Code, the bills would allow physicians and other 
self-employed individuals to deduct from their taxable 
income those amounts used each year to finance re- 
stricted retirement plans. Employed persons not cov- 
ered by existing pension plans also would qualify for 
the tax deduction privilege. 

Income received later during the years of retirement, 
either from pension funds or insurance annuities, would 
then be taxable under the prevailing rates. In other 
words, they provide tax deferment but not tax avoidance. 

Physicians, dentists, lawyers, architects, farmers, 
store owners, and the many others who comprise the 
nation’s self-employed have long been neglected in 
federal tax legislation relating to pensions. The pur- 
pose of these bills is to eliminate the discrimination 
and inequities existing under present tax laws. By 
extending the tax deferment privilege to the country’s 
ten million self-employed, and also to millions of em- 
ployees who are not covered by pension plans, this 
new legislation will give them the incentive to save for 
old age during their best earning years. 

Under Section 165 (a) of the 1942 Revenue Act, 
millions of employees covered by more than 16,000 
approved pension plans are already receiving the benefit 
of pension tax deferment. They pay no tax during 
their working years on the employer’s contribution to 
their retirement fund, even though it actually is extra 
compensation to the employee. After he retires, how- 
ever, the employee must pay the tax on the part of the 
retirement benefit which was financed by the employer. 

To provide a similar tax arrangement for self- 
employed persons, the bills would allow annual deduc- 


VOLUNTARY PENSION PLANS AGAIN UP IN CONGRESS 


In previous issues of GP, legislative proposals to allow 
physicians and other self-employed persons to create 
tax deductible pension plans have been reported. The 
Academy has strongly endorsed the proposals. Members 
are urged to write their Congressmen seeking their 
support of this legislation. 

Following is a brief summary, prepared by the Com- 
mittee on Legislation of the American Medical Associa- 
tion, of the bills currently under consideration by the 
House Ways and Means Committee. —Publisher 


tions of 10 per cent of earned net income, or $7,500, 
whichever is smaller. Total deductions during a tax- 
payer’s lifetime could not exceed $150,000. The funds 
excluded from taxable income would have to be paid 
either to a trust fund established by an association 
for the benefit of its members or to an insurance com- 
pany as premiums for a retirement annuity contract. 
In either case, no income payments or cash refunds 
could be made before the age of 65 except in cases of 
total disability or death. 

The bills include a provision enabling persons already 
between the ages of 55 and 75 to make larger annual 
deductions than the basic 10 per cent or $7,500. This 
is a practical equivalent to the past service credits al- 
lowed in many employee pension plans. The bills also 
provide for a carry-over of unused deductions for a 
period up to five years. This is designed to give equitable 
treatment to persons with extreme fluctuations in 
income. 

This legislation will be of particular benefit to 
physicians who go through a long and costly period of 
training and whose peak earnings are bunched into a 
comparatively short period of years when they are 
subject to high income tax rates. 

This legislation, which has the approval of the Ameri- 
can Medical Association and twenty other national 
organizations, can be enacted by the 83d Congress 
if physicians and all other self-employed persons work 
actively together for its passage. 
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“This NEW book is intended for anyone... 
and most important, 

the PRACTICING PHYSICIAN, 

no matter what his specialty.” 


—FROM THE AUTHORS’ PREFACE TO 


The Roots of Psychotherapy 


by CARL A. WHITAKER, M.D. and THOMAS P. MALONE, Ph.D. 


In this new work, the authors stress a brief, intensive therapy, the basis of which is a warm 
interchange between the patient and the therapist, from which experience the therapist 
gains as well as the patient. The authors emphasize the concept that psychotherapy is 
therapist-activated and rooted in the character and personality of the therapist himself. In 
this new book, the authors treat their subject from practical and theoretical viewpoints, 
dividing it into three sections: Part I — Foundation; — Part II — Process and 

Part II1I—Techniques. 256 Pages (Approx.); Illustrated; Well Bound 


NEW...1953 MEDICAL PROGRESS 


Edited by MORRIS FISHBEIN, M.D. and written by 
25 of today’s most distinguished men in medicine 


Every general practitioner will want to own this handsome new volume which gathers 
together the vast clinical and research experiences, the newest techniques of such noted 
specialists as DR. PAUL DUDLEY WHITE, DR. CHARLES W. MAYO, DR. FRED- 
ERICK W. STARE, DR. PERRIN H. LONG and DRS. IRVINE H. PAGE and A. C. 
CORCORAN. Up-to-date material on cardiology, surgery, dermatology, urology, obstetrics, 
chest diseases, otolaryngology, allergy, infectious diseases, arterial hypertension, rheumatic 
diseases, nutrition, new and important drugs, psychiatry and psychosomatic g 500 
medicine, gastrointestinal disorders, orthopedic surgery. 400 Pages 


VAGINAL Infections, Infestations, and Discharges 


by J. B. BERNSTINE, M.D. and A. E, RAKOFF, M.D. 


Only book covering ALL aspects of this subject for ALL age groups. In discussing vaginal 
disorders, the authors consider the incidence, etiology, pathology, clinical manifestations, 
diagnosis, and treatment of conditions such as moniliasis, trichomoniasis, chancroid and 
lymphogranuloma venereum. Deals with due to Physical and chemical 
agents. Approach is strictly clinical. 

Photographs. 
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——copies of Whitaker & Malone’s THE ROOTS OF PSYCHOTHERAPY. $4.50 
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Che Practitioner’s Bookshelf 


Practical Chiropody. By E. G. V. Runting, F.Ch.S. Pp. 155. 
Price, $3.00. J. B. Lippincott Company, Philadelphia, P. 
1951. 

This small handbook is devoted to the description, 
diagnosis, and treatment of the more common ailments 
of the feet. 

While some of the author’s views will not be accepted 
by the medical and surgical profession, there are many 
helpful hints and suggestions for the relief of the more 
common conditions so prevalent in the feet. 

In perusing this little book, the reviewer found the 
last two chapters the most worth while, and they will be 
of the greatest interest to the practitioner of medicine. 

This book is one which should be on the desk of every 
general practitioner, as he is the one who sees the pa- 
tient with foot ailments first, and with this added knowl- 
edge he can give much relief to the patient suffering 
with distressing foot disorders. 


—Rex L. Divetey, M.D. 


Problems of the Aging. Edited by Nathan W. Shock. Pp. 138. 
Price, $3.00. Josiah Macy, Jr., Foundation, New York, 
1952. 


At the beginning of the century the child health move- 
ment came into existence; we were engrossed with the 
illness of children, high infant mortality, infectious dis- 
eases, and the general lack of knowledge of mothers with 
respect to the rearing of children. We have progressed 
and we are now tardily showing the same intense inter- 
est in the problems of growing old. 

This is the fourth in a series of publications by the 
Josiah Macy, Jr., Foundation on Problems of Aging. 
The Foundation brings together groups of informed per- 
sons from numerous fields who can contribute skill, 
knowledge, and interpretation to specific problems. This 
fourteenth conference brought together men from such 
fields as clinical geriatrics, anatomy, cytology, biochem- 
istry, psychology, sociology, anthropology, internal 
medicine, and public health service. 

This volume will furnish no ‘‘cook book” medicine. 
You cannot look in the index under “retirement,” turn 
to a page number and find out how to treat the man who 
has suddenly been cut off from his job on Monday morn- 
ing. On the other hand there is a great deal of thought- 
provoking material; many of the problems of those who 
are and who will grow old are clarified. This book is a 
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source of much information from many fields. Those 
who like to practice medicine from a broad knowledge of 
people and their environment will find a great deal to 
nourish their fund of knowledge. I found the book in- 
teresting, informative, and stimulating. 

—Sraniey R. Truman, M.D. 


Diseases of the Chest. By T. Royle Dawber, M.D. and Lloyd E. 
Hawes, M.D. Pp. 440. Price, $10.00. The Williams and 
Wilkins Company, Baltimore, 1952. 


This book represents an atlas of roentgenography 
rather than a complete textbook of chest diseases. As 
such it fulfills a need, especially for the general practi- 
tioner, by providing excellent x-ray reproductions 
(many occupying the full page) as well as a concise text 
almost invariably on the page facing the illustration. 

Although the discussion of the roentgen manifesta- 
tions is complete and practical, the clinical aspects and 
therapy are not so thoroughly developed. For this rea- 
son, the specialist in chest diseases will find this book 
somewhat disappointing. However, the expressed inten- 
tion of the authors is to stress those features of greatest 
value to the student, resident physician, and general 
physician. This is admirably accomplished. There is 
also included a chapter dealing with diseases of the 
heart. 


Katz, M.D. 


The Story of the Adaptation Syndrome. By Hans Selye, M.D. 
Pp. 225. Price, $4.50. Acta, Inc., Montreal, Canada, 1952. 


Probably no medical subject, in the past ten years, has 
caused more discussion, pro and con, than the concepts 
of stress, and the “adaptation syndrome.” 

Dr. Selye, in his outstanding work on the physiologic 
and pathologic response of exposure to stress, has 
opened up an entirely new and somewhat unorthodox 
line of thought insofar as explaining the possible cause 
of disease is concerned. 

Briefly, the basic ideas behind the syndrome are that 
the organism responds in particular fashion to different 
types of agents, or “stressors.” Stress itself may be 
spoken of as the sum of all nonspecific biologic phenom- 
ena, including damage and defense, and can be either 
local or topical inflammation, or systemic, such as the 
general adaptation syndrome. Likewise, the general 
adaptation syndrome may be considered as the sum of 
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the nonspecific responses which follow continued expo- 
sure to stress. This syndrome is divided into three 
phases: (1) the alarm reaction; (2) the stage of resist- 
ance; and (3) the stage of exhaustion. 

There are many thought-provoking ideas advanced 
by Selye, particularly that of the “derailed” adaptive 
mechanism, but space will not permit a complete review 
of these. This book is, in itself, a challenging volume, 
and one that can be recommended to anyone interested 
in the study of the pituitary-adreno-cortico mechanism, 
and its various ramifications. It should be borne in 
mind, however, that the concept, brilliant though it may 
be, is based entirely upon animal experimentation. 
There is no critical evidence, thus far, that any of the 
diseases helped by cortisone or ACTH, are due to, or 
associated with, stress. The first phase of the syndrome, 
however, does give a very rational explanation to certain 
physiologic happenings which up to now have been 
somewhat in the dark. 

Of life, Selye says, ‘‘Adaptivity is probably the most 
distinctive characteristic of life. In maintaining the inde- 
pendence and individuality of natural units, none of the 
great forces of inanimate matter are as successful as that 
alertness and adaptability to change which we designate 
as life, and the loss of which is death; indeed, there is 
perhaps even a certain paralellity between aliveness and 
the extent of adaptability in every animal and every 
man.” 

Time itself, that great healer, will furnish the ulti- 
mate answer to the remaining portions of the adapta- 
tion syndrome, which has been so brilliantly propound- 
ed by Dr. Selye. —E. Invinc Baumcartner, M.D. 


The Low Fat Diet Cook Book. By Dorothy Myers Hildreth and 
Eugene A. Hildreth, M.D. Pp. 160. Price, $2.95. Medical 
Research Press, New York, 1952. 


There are cook books and cook books but all written 
for the gourmet, the dabbler in foreign cuisine, the 
healthy. This one is different—it’s for the victims of 
atherosclerosis. It contains over 200 appetizing recipes 
including roasts, fish, poultry, gravies, dressings, and 
even desserts. 

In addition one is instructed in how to determine the 
fat content of basic foods. 

This is a valuable, well-planned book which should be 
welcomed by many a harassed cook. Let me recommend 
the chicken creole on page 69. 

—Mrs. Artuur N. Jay 


Shock and Circulatory Hemostasis. Edited by Harold D. Green, 
M.D. Pp. 245. Price $3.50. The Josiah Macy, Jr. Foun- 
dation, New York, 1952. 


The Macy Foundation is to be congratulated again on 
this, their first conference on shock. The reader finds 
himself seated at a large discussion table listening to 
leading cardiovascular investigators, surgeons, and clini- 
cians expound upon their ideas on the pathogenesis and 
treatment of the various types of shock. The basic con- 
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New Books 


OF MORE THAN USUAL INTEREST 


The Physician in 
Atomic Defense—sEArs 


No segment of this country’s population has recognized 
quite so well as the medical profession the implications of 
an atomic bomb disaster. Every doctor must certainly 
wish to be as well versed as possible in his role in such an 
emergency and in the application of approved technics 
of managing resulting injuries. 

This compact, simplified new manual, gives you these 
facts... First, the necessary background information you 
need ... Second, the practical management of A-bomb 
injuries—symptomatology, pathology and treatment ... 
Third, authoritative data on planning, organizing and di- 
recting medical civilian defense measures. In addition, the 
current and potential clinical application of radio-active 
isotopes is presented in the light of the average physician’s 
daily needs, thus making this also a manual of wide useful- 
ness in approaching problems and diseases encountered in 
your regular practice. 

Tuap P. Sears, M.D., F.A.C.P., University of Colorado; 


_- Advisory Staff in Civil Defense, State of Colorado. 
320 pages; 52 illus. Approx. $6.00. Ready May 1. 


Diagnostic Tests in Neurology 
—WARTENBERG 


A Selection for Office Use 


JUST READY!—Quoting from the Foreword of Dr. 
Stanley R. Truman: “Here is a scientist who can teach; 
a professor who realizes that the doctor on Main Street is 
the one who sees, diagnoses and treats the patient.” 

This new manual presents only the clinical tests that can 
be performed in the office or at the bedside. 


By RoBERT WARTENBERG, M.D., University of California School 
of Medicine. Forewords by Str Gorpon Ho.tmgEs, M.D., F. 
and STANLEY R. TRUMAN, M.D. 227 pages; illus. $4.50. 


Year foo he The Year Book Publishers, Inc. 


200 East Illinois St., 
PUBLISHERS Chicago Il, Illinois 


Please send me, postpaid book-mail, the following books 
for 10 days’ free examination. 


(0 SEARS’ THE PHYSICIAN IN ATOMIC DEFENSE, 
Approx. $6.00 


(] WARTENBERG’S DIAGNOSTIC TESTS IN NEU- 
ROLOGY, $4.50 
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cepts of changes in cardiac output, peripheral blood 
flow, and kidney hemodynamics are thoroughly covered. 
The role of vasoconstrictors in shock, advantages of 
intra-arterial transfusion, dangers of transfusion, and 
the relationship of anesthesia and shock are but a few 
of the topics under discussion. Formality is thrown 
away as frequent interjections and heated arguments 
dominate the session. 

The book is well edited and the diagrams are simple 
and informative. It will be enjoyable and instructive 
reading for every physician who sees patients in shock, 
specialist and general practitioner alike. 

—FRAnK Finnerty, Jr., M.D. 


The Auricular Arrhythmias. By Myron Prinzmetal, M.D., Eliot 
Corday, M.D., Isador C. Bull, M.D., Robert N. Obloth, 
M.D., H. E. Kruger, and eight associate authors. Pp. 398. 
Price $16.50. Charles C Thomas, Springfield, Ill., 1952. 


The authors have presented the results of numerous 
experiments in dogs and have come to the conclusion 
that the auricular arrhythmias, both in the dog and in 
man, are of a unitary nature. 

They restated that Lewis had not made leads from 
the posterior aspect of the right atrium nor actually 
proved that the momentary axis of the flutter waves 
rotated 360°. Color motion pictures were made of the 
dog’s heart during auricular flutter. With a focus in- 
duced by a drop of 0.2 per cent aconitine on the atrium, 


the pictures showed the contraction wave to originate 
from it and pass over the atria in an orderly fashion. 
There was no evidence of a circus movement. One 
peculiarity was that both auricular appendages under- 
went contraction almost simultaneously. This would 
be impossible in circus rhythm; one should contract 
several hundredths of a second before the other. By the 
same method, studies of auricular fibrillation displayed 
impulses occurring at 800 to 1,600 per minute in direct 
leads. The more sensitive cathode ray oscillograph 
showed small waves at a rate up to 40,000 per minute. 
These smaller oscillations were labeled ““M.” Almost 
regular waves, visible to the unaided eye, appeared at 
400 to 600 per minute. These varied considerably in 
strength and corresponded to the “f” waves in the 
standard electrocardiogram. There was no evidence of 
a circus rhythm. 

Burning and cutting of large areas of the pathway of 
the hypothetical circus movement caused no change 
in the appearance of flutter or of fibrillation. Such a 
hypothetical pathway should be immediately terminated 
by these means. 

Electrocardiographic experiments similar to those of 
Lewis were carried out in five dogs. The posterior as- 
pects of both atria were explored. Two simultaneous 
direct leads were made equidistant (2 cm.) from the 
aconitine focus in both atrial flutter and in fibrillation. 
The impulse was found to arrive at both electrodes at 
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the same time. This would be impossible if there were 
a circus rhythm. 

Although Prinzmetal’s theory is attractive, it simply 
substitutes a single focus for the multiple foci of the 
older theory. While Lewis did not prove his point re- 
garding circus rhythm, neither is the unitary theory 
proved when applied to patients. Circus rhythm has 
been set up within the myocardium during experiments. 
Therefore, there is a probability that it can occur in 
the patient. It is true also that a single focus may 
initiate heterogenetic arrhythmias in patients. In the 
clinic, heterogenetic rhythms are not caused by aconi- 
tine, electric stimuli or by mechanical means. The 
unitary theory does not explain the mode of their 
generation. 

Certainly it is debatable that auricular flutter and 
auricular fibrillation might be due to circus rhythm, 
but the possibility of it should not be dismissed on the 
basis of any evidence that is now available. There is no 
doubt that they are closely related. Both occur under 
the same clinical circumstances. 

Digitalis converts flutter to fibrillation, whereas 
quinidine changes fibrillation to flutter. Paroxysmal 
tachycardia does not act in this manner. If at times 
cardiac muscle exhibits unidirectional block and the 
impulse is conducted in one direction but not in another, 
then re-entry, circus rhythm, and parasystole are pos- 
sible. The mechanism of reciprocal beats represents an 
incipient circus movement if the current interpretation 
is correct. It is difficult to explain coupled atrial extra- 
systoles by means of the unitary theory or the relation 
of coupled ventricular extrasystoles to the preceding 
beats of supraventricular origin, especially in auricular 
fibrillation. Under experimental conditions a series of 
electric shocks sometimes results in the propagation 
of a succession of beats after the stimulus is removed. 

Animal experiments are conducted under the most 
abnormal of circumstances. The stimuli used to initiate 
arrhythmias have no relation to those which cause 
heterogenetic arrhythmias in human beings. Nothing 
is known about the mode of production. Therefore, 
circus rhythm, multiple foci, and a single focus may 
each be responsible for all, for some, or for none of 
these rhythm disturbances. There is a great deal to be 
learned about the production of these arrhythmias in 
patients. 

The authors have done a prodigious work. They 
have offered a challenge to a theory which has not been 
adequately substantiated by fact. This work should be 
studied thoroughly by every serious student of the 
electrocardiogram. —Wattace M. Yater, M.D. 


Reduce and Stay Reduced. By Norman Jolliffe, M.D. Pp. 235. 
Price $2.95. Simon and Schuster, Inc., 1952. 


Although Norman Jolliffe wrote Reduce and Stay Re- 
duced for fat people trying to get thin, it is an excellent 
book for all physicians, fat or thin. For them it serves 
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two purposes. First, having read it, physicians are sure 
to agree that they can recommend that some obese pa- 
tients should obtain the book and use it the way diabetic 
patients use primers on diabetes. Second, for patients 
who lack the intellectual capacity for a book of this kind, 
the physician can readily use “Reduce” as a basis for 
instructing these patients. 

The first part of the book affords background infor- 
mation for an understanding of obesity. In the long run, 
this section is the more important for accomplishment 
of the hard part of the problem of controlling obesity— 
staying reduced. 

The second part of the book covers the practical as- 
pects of weight reduction—-selection of diets, calorie 
counting, diet plans, and good instructions on menus 
and cookery. The menu plans are thoughtfully executed ; 
these alone are worth the price of the book to the physi- 
cian. They include variations according to sex and age 
—considerations that are sometimes neglected when 
physicians plan diets for obese people. 

—Hueu H. Hussey, M.D. 


ALSO RECEIVED 


Although GP endeavors to publish as many reviews of books 
as possible, space will not permit the review of all books re- 
ceived from publishers. 


An Atlas of Normal Radiographic Anatomy. By Isadore 
Meschan, M.D. with the assistance of R. M. F. Farrer- 
Meschan, M.B. Pp. 593. Price, $15.00. W. B. Saunders 
Company, Philadelphia, 1951. 


Helping Parents Understand the Exceptional Child. Pp. 42. 
The Woods School, Langhorne, Pa., 1952. 


Problems of Consciousness. Edited by Harold A. Abram- 
son, M.D. Pp. 156. Price, $3.25. Josiah Macy, Jr., Foun- 
dation, New York, 1952. 


Health Instruction Yearbook 1952. By Oliver E. Byrd, M.D. 
Pp. 241. Price, $3.50. Stanford University Press, Stanford, 
California, 1952. 


Handbook of Cardiology for Nurses. By Walter Modell, M.D. 
Pp. 246. Price, $3.50. Springer Publishing Company, New 
York, 1952. 


The Medical Clinics of North America. Gastrointestinal Diseases. 
Pp. 293. W. B. Saunders Company, Philadelphia, 1953. 


Steroids in Experimental and Clinical Practice. Edited by 
Abraham White. Pp. 415. Price, $7.50. The Blakiston Com- 
pany, Philadelphia, 1951. 


The Will To Live. By Arnold A. Hutschnecker, M.D. Pp. 
278. Price, $3.50. Thomas Y. Crowell Company, New York, 
1951. 


Good Food for Bad Stomachs. By Sara M. Jordan, M.D. and 


Sheila Hibben. Pp. 255. Price, $2.95. Doubleday and Com- 
pany, Inc., Garden City, New York, 1951. 
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1 Oil dispersion (x133). Large irregular globules 2 

fail to mix readily with fecal mass. Phenol- small, uniform globules and the phenolphtha- 
phthalein is not evenly distributed to stimulate lein mix readily with the bowel content, produc- 
peristalsis. Action may be sporadic and evacuation ing peristalsis by more uniform lubrication and 
incomplete. stimulation. 


Which Laxative is Better — 


COARSE DISPERSION OR FINE EMULSION? 


Coarse dispersions are unstable, and bowel content gives effective, uniform 
erratic in their effects. Any physician lubrication of the fecal mass as well 
can recognize the superiority of the as the canal. There is no loose oil to 
fine Agoral emulsion (at right, above) cause anal leakage. 
compared with an ordinary oil-in- Mixed like Homogenized Milk 
water dispersion (lef t). ; Agoral is emulsified exclusively with 

Free-floating oil is distastetul and refined white mineral oil, purified 
often regurgitated. Large oil globules white phenolphthalein, agar-gel, trag- 
tend to coalesce and form pools in the acanth, acacia, egg-albumen and glyc- 
gut, which may seep past the sphinc- erin, by a special process similar to 
ter as anal leakage. that used for homogenizing milk. 

Agreeable to Sensitive Stomach For over 30 years medical men have 

The fine emulsion of Agoralis palat- | obtained results with Agoral with a 
able and will not distress a sensitive uniformity and precision which are a 
stomach. It assures more uniform dos- constant source of satisfaction both 
age and distribution ot the active ingre- to them and to their patients. 
dients, more uniform clinical results. WARNER -CHILCOTT LABORATORIES 
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New York 11, N. Y. 
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AAGP Announces Mead Johnson Scholarship Winners for 1954 


Academy Committee Selects Five Seniors 
For General Practice Residency Stipends 


Tue five medical school seniors who are winners of the 
A.A.G.P.’s Mead Johnson General Practice Scholarship 
Awards for 1954 were announced at the first day’s scien- 
tific assembly program in St. Louis by Dr. William B. 
Hildebrand, chairman of that scholarship committee. 

Winners of the $1,000 awards were selected from 
nominations submitted by five chosen medical schools 
in the country. The honorees and the medical schools 
they represent are: 

Jack Knight Goodrich of Fayetteville, Tennessee, 
University of Tennessee, Memphis. 

Delbert Dean Griffith of Bristol, Vermont, University 
of Vermont, Burlington. 

Robert Nightingale Humphrey of Denver, Colorado, 
University of Colorado, Denver. 


Ray Elva Bullard, Jr. of Waco, Texas, University of 
Texas, Galveston. 

Harry Robert Davis, Jr., of Philadelphia, Pennsyl- 
vania, University of Pennsylvania, Philadelphia. 

Alternates from these five states have also been named. 
They are: 

University of Colorado, Joseph Manuel Vigil of Den- 
verand Curtice Edmund Clohessy of Farmington, N. M.; 
University of Tennessee, George Bryant Hagan of Nash- 
ville and Robert H. Tosh of Huntingdon, Tenn.; Uni- 
versity of Vermont, Robert I. Davies of Poultney; Uni- 
versity of Texas, Victor Moore of Bloomington and 
William David Baird of Galveston, Texas; University of 
Pennsylvania, John George Hipps of Curwensville and 
Charles Louis Johnston, Jr., of Catawissa, Pa. 


This quintet of medical school seniors have been named winners of the Mead Johnson General Practice Scholar- 


ship Awards for 1954. Left to right are Jack K. Goodrich of Fayetteville, Tenn., Delbert D. Griffith of Bristol, Vt., 
Robert N. Humphrey of Denver, Ray E. Bullard, Jr. of Waco, Tex., and Harry R. Davis, Jr. of Philadelphia, Pa. 
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HIGHER IN PROTEIN 


lower in fat—economical 
and go convenient 


DEXTROGEN 


Consisting of whole milk modified with dextrins, 
maltose and dextrose, and fortified with iron, liquid 
Dextrogen offers your infant patients these ad- 
vantageous features: 


e Higher protein content, hence better growth 
and development. 


e Lower fat content, therefore better tolerated. 


e Utmost convenience in preparation of formula. 


Pour the contents of Dex- e Safety—Economy. 
trogen can into a prop- 


erly cleaned quart milk 
bottle, ond fil with pre- Dextrogen greatly simplifies infant feeding at no 


viously boiled water. _ sacrifice of nutritional benefits. Refrigeration is not 
Makes 32 ounces of for- 


mula, ready to feed. needed until the can is opened. 


THE NESTLE COMPANY, INC. 


WHITE PLAINS, NEW YORK 


When a powdered infant formula is preferred, Lactogen is an excel-"""" 
lent choice. This all milk formula consists of whole milk modified 
with milk fat and milk sugar, and fortified with iron. Lactogen is 
easily prepared by using one level tablespoonful to each two fluid 
ounces of water. This formula provides a balanced proportion of pro- 
tein, fat and carbohydrate and supplies 20 Calories per fluid ounce. 
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Each of the winning seniors will receive a $1,000 sti- 
pend when he begins his residency in general practice 
in July of 1954. The hospitals where residencies will be 
taken will be announced later. 

This is the second year that general practice resi- 
dency awards have been presented. At the Assembly in 
Atlantic City last year, the Mead Johnson program, 
which will be carried on annually, was inaugurated with 
two groups of winners being named. To get the program 
under way this past year, five interns from selected hos- 
pitals were chosen for the 1952 awards. At the time of 
the Atlantic City announcement, five senior medical 
students were also named for the 1953 stipends. These 
honorees will begin their residencies this July. 

Serving with Dr. Hildebrand on the Academy’s Mead 
Johnson General Practice Scholarship Award Commit- 
tee, that has made the selections, are Drs. W. H. Ander- 
son of Boonville, Miss.; Mary E. Johnston of Tazewell, 
Va.; Dave Dozier of Sacramento, Calif.; H. Kenneth 
Scatliff of Chicago, Ill., and Fred A. Humphrey of Ft. 
Collins, Colo. 


California, Vermont, Hawaii Receive 
Chapter Membership Honors at Assembly 


CauirorniA, Vermont, and Hawaii walked off with the 
best chapter membership honors for 1952 and were pre- 
sented certificates, in recognition of their records, at the 


State Officers Dinner March 21 in St. Louis during the 
Assembly. 

The certificate presentations, one of the highlights of 
the pre-Assembly meetings, were made by Dr. Murland 
Rigby of Rexburg, Idaho, chairman of the Commission 
on Membership and Credentials. 

The plan to reward chapters leading in Academy 
membership work was set up for the first time this year. 
It provides three categories for winners. 

The state chapter having the greatest number of new 
members in 1952 was California. On January 1, 1952, 
the chapter had 1,475 members and on January 1, 1953, 
it reported 1,584 members—a net gain of 109 members. 

New York and Pennsylvania were runners-up in this 
category. New York chapter’s net gain was 80, jumping 
from 1,176 to a membership total of 1,256 in 1952. 
Pennsylvania’s net gain was 67, rising from 628 to 695. 

In the second category, Vermont, boasting 133 per 
cent, was the state chapter with the greatest increase of 
members, percentagewise, over 1951. Its membership 
totals 14, which is 6 more than the year before, making 
a 133 per cent increase. 

Delaware was second with 44 per cent increase and 
Montana was next with 37 per cent. Delaware now has 
a membership of 59 and Montana has 26 members in its 
chapter. 

In the third category is the state chapter, since its 
formation, that has enrolled the highest percentage of 
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eligible members. Hawaii led the list with 41 per cent 
of the potential there as members. It was followed by 
South Dakota and Nebraska with 40 and 38 per cent, 
respectively. It was decided the potential should apply 
only to those 65 years of age and under. 

One of the contributing factors to the smaller states’ 
good showing in enrolling new members would seem to 
be the low annual state dues. Vermont has $1 dues, 
Delaware has $2, and $5 is the fee for Montana. 


New Pamphlet Bares Medicine's 
Conflict with Chiropractic Cult 


A NEW pamphlet, “Science vs Chiropractic,” is now 


being distributed by the Public Affairs Committee, Inc. 
of New York City. The committee recommends it for 
those interested in the cultist problem. 

The article outlines the conflict between the theories 
behind chiropractic and the findings of modern science 
as established by experimentation and verified by medi- 
cal practice. 

This factual presentation discusses the advantages 
and disadvantages of licensing chiropractors, but con- 
cludes that whether chiropractors “are licensed or prac- 
tice against the law, uninformed people will continue to 
patronize them just as they do bookmakers or fortune 
tellers and for the same reason—they do not realize that 
the odds are all against them.” 


Kansas City Civic Leaders, AAGP Officials 
At Building-Plans Announcement Party 


Tuirty of the Academy officers and Kansas City’s com- 
munity leaders gathered for the public announcement 
of the new site and plans for the A.A.G.P.’s $500,000 
headquarters building at a recent luncheon meeting in 
Kansas City, Mo. 

The new purchase, better known as the “Peony 
Farm,” is recognized to be one of the most beautiful 
pieces of land in Kansas City. The 58,000 square feet of 
land at the southwest corner of Oak Street and Volker 
Boulevard is located in Kansas City’s growing cultural 
center, encompassing the University of Kansas City, the 
William Rockhill Nelson Gallery of Art, and the site for 
the Midwest Research Institute’s new facility. 

At the luncheon meeting, a model of the proposed 
building was displayed as well as an outline of the cul- 
tural center around the building site. 

Besides Executive Secretary Mac F. Cahal and four 
members of the Academy staff, M. G. Hermetet, C. E. 
Nyberg, W. G. McVay, and E. B. Dressler, Academy 
officials attending were: 

President R. B. Robins of Camden, Ark.; Dr. W. B. 
Hildebrand of Menasha, Wis., chairman of the Board of 
Directors; Dr. John R. Fowler of Barre, Mass., chair- 
man of the building committee; Dr. M. B. Casebolt of 
Kansas City, building committee member ; Dr. Holland 
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Normal activity restored and maintained by quick-acting bronchodilator 


EASY TO CARRY 
in pocket or purse 


1. Kaufman, R., and Farmer, L. (1951), 
Norisodrine by Aerohalor in Asthma, Ann. 
Allergy, 9:89, January-February. 

2. Swartz, H. (1950), Norisodrine Sul- 
phate (25 Per Cent) Dust Inhalation in 
Severe Asthma, Ann. Allergy, 8:488, July- 
August. 


3. Krasno, L., Grossman, M., and Ivy, A. 
(1949), The Inhalation of 1-(3',4’- 
(Norisodrine Sulfate Dust), J. Allergy, 
20:111, March, 
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T. Jackson of Ft. Worth, Tex., treasurer and chairman 
of the Finance Committee; Dr. Ivan C. Heron of San 
Francisco, member of the Board of Directors; Dr. James 
G. Simmons of Fitchburg, Mass., member of the Finance 
Committee; and Dr. William J. Shaw of Fayette, Mo., a 
member of the Board of Directors. 

Speeches were made by Dr. Hildebrand, Dr. Fowler, 
and Mr. Cahal on behalf of the Academy. Mayor William 
E. Kemp, Frank Theis, chairman of the park board, and 
J. C. Higdon, president of the Chamber of Commerce, 
gave the city’s official welcome and best wishes for the 
Academy’s new headquarters. 


Dr. Davis, Dr. Block Named Winners 
of Second Annual $1,000 M & R Awards 


Recipients of this year’s M & R Awards are Dr. Edwin 
A. Davis of Charleston, W. Va. and Dr. Marvin A. Block 
of Buffalo, N. Y. 

Each of the winners was presented a $1,000 cash gift 
by Dr. William Shaw of Fayette, Mo., chairman of the 
Committee on Awards, at the March 24 afternoon As- 
sembly program in St. Louis. 

M & R Laboratories is the donor of these awards, now 
in their second year, which are to be presented annually 
by the A.A.G.P. to the two Academy members who con- 
tribute the most significant articles for publication 
in GP. 

The two scientific articles which were selected as the 
basis for the 1952 awards were Dr. Davis’ “The Art and 
Ethics of Medicine” which appeared in the January, 
1952 issue, and “Alcoholism: the Physician’s Duty” by 
Dr. Block which was published in the September, 
1952, GP. 

The winners were chosen by a committee of three 
judges selected by Dr. Shaw and two other members of 
the Committee on Awards, Dr. L. H. McDaniel of 
Tyronza, Ark., and Dr. Thomas Blake of St. Albans, 
W. Va. The judges, all deans of medical schools, were 
Dr. Francis Scott Smyth of the University of California 
School of Medicine, San Francisco; Dr. Wilburt Davison 
of Duke University Medical School, Durham, N. C., and 
Dr. Robert A. Moore of Washington University School 
of Medicine, St. Louis, Mo. 

The judges stated that it was extremely hard to choose 
two winners from the many fine articles written by 
A.A.G.P. members for GP during the past year. “All are 
excellent contributions to the medical literature,” Dr. 
Davison concluded, 


Family Doctors Have Leading Role 
In Campaign Against Rheumatic Fever 


Durinc this seasonal peak period of streptococcal sore 
throats and other infections, a nationwide campaign is 
being staged for the prevention of rheumatic fever. 
American Heart Association, the Association’s Coun- 
cil on Rheumatic Fever and Congenital Heart Disease, 
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Marvin A. Block, M.D. 


and the nation’s family doctors are leaders in this cam- 
paign. As a guide for physicians, a statement providing 
details for the use of penicillin and sulfa drugs in the 
prevention and treatment of streptococcal sore throats 
has been prepared. 

The effectiveness of penicillin and sulfa drugs in pre- 
venting initial and recurrent attacks of rheumatic fever 
has been proved in repeated tests in recent years, ac- 
cording to the A.H.A. 

A spokesman for the American Heart Association 
also maintains that both the initial and recurrent at- 
tacks of rheumatic fever are precipitated by streptococci 
infections. The course of attack would be to give early 
and adequate treatment for streptococcal infections in 
all individuals. 

Dr. Leonard A. Scheele, surgeon general of the U. S. 
Public Health Service, in welcoming the issuance of the 
preventive statement, declared: 

“With family physicians taking the lead, communities 
can now organize to combat rheumatic fever and its 
crippling companion, rheumatic heart disease. I hope 
that all our official health agencies will join in the effort 
to control this serious health problem.” 


St. Louis Members Give Postgraduate 
Study Preferences on Questionnaire 


ANSWERS on a postgraduate course questionnaire sent 
out recently by the St. Louis chapter to its members 
give a clear picture of what St. Louis general practi- 
tioners want in such courses and the preferred sites, 
days, and times for meetings. 

A story published in News and Views, monthly pub- 
lication of the St. Louis chapter, further points out that 
only 14 doctors, 20 per cent of those receiving the ques- 
tionnaire, favored home study courses. This question 
was included in the questionnaire since Dr. Merrill 
Shaw, chairman of the A.A.G.P.’s Commission on Edu- 
cation, has appointed a subcommittee to investigate the 


Edwin A. Davis, M.D. 
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feasibility of home study courses for postgraduate credit. 

The composite picture on preferences concerning 
postgraduate courses in St. Louis is: 

The meeting site preferred was: hospitals, 24 per 
cent; medical schools, 34 per cent; medical society, 22 
per cent; no preference, 20 per cent. 

Seventy-two per cent would rather meet in the morn- 
ings; 17 per cent in the evenings; and only 10 per cent 
on Sundays. 

More than 48 per cent preferred once-a-week meet- 
ings to twice-weekly or semimonthly. 

Desires regarding the type of lecture were more di- 
versified. Fourteen want more obstetrics and gynecology, 
16 more basic sciences, 17 more surgery, but the ma- 
jority—66—want more diagnosis and treatment. 

For the day or days favored—37 like Tuesdays, 14 
Wednesdays, 43 Thursdays, and 6 Fridays. 

Ninety-five per cent regarded postgraduate courses as 
a necessity in keeping up with medicine and 63 per cent 
thought general practitioners should appear on scien- 
tific programs. 


Successful Experiments on Human Beings 
Key to Poliomyelitis Control—Dr. Weaver 


A pRacTIcAL method for control of poliomyelitis within 
the foreseeable future hinges on the success of experi- 
ments, heretofore found successful on monkeys, being 
transferred successfully to human beings. 

Dr. Harry M. Weaver, director of research of the 
National Foundation for Infantile Paralysis, made this 
report at a recent dinner meeting of the Foundation’s 
Board of Directors in New York City. Dr. John R. 
Fowler represented the A.A.G.P. at this meeting on in- 
vitation from the Foundation. 


Small Plants To Benefit from Joint 
Commission's Industrial Medicine Program 


PLants employing 500 or fewer persons are expected to 
benefit most from the program launched jointly by the 
A.A.G.P.’s Commission on Education and the A.M.A.’s 
Council on Industrial Medicine, to encourage the fam- 
ily doctor in the study and practice of industrial medi- 
cine, a recent issue of The Medical Advance reports. It is 
published by the National Fund for Medical Education. 

These plants don’t need full-time physicians, they 
need general practitioners, the story said. It was pointed 
out that approximately 60 per cent of all industrial 
workers are employed in such plants. 

The joint commission has already asked state and 
local chapters to sponsor discussions on industrial medi- 
cine at their regular meetings. Medical schools with in- 
dustrial health sections have been asked to offer sym- 
posia on the subject, and medical directors of large in- 
dustrial corporations are planning to arrange plant 
tours to show general practitioners how their health 
programs work. 
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Auts in the Printers’ Plants 


Rosert West of Route 2, Boyne City, is a 
radical patient at Little Traverse Hospital. 
—Mason County (Mich.) Press. 


DISPENSABLE 


Somesopy stole Judge Herbert G. Smith’s 
navel from municipal court, in Newport News, 


Va.—Sanford (W. Va.) Clarion. 


COLORFUL 


Peruaps you didn’t know that it is fashionable 
to have your tonsils polished and died a bright 
red, green, or blue.—St. Joseph (Mo.) Gazette. 


SOCIALIZED MEDICINE 


Wantep.—Experienced receptionist for phy- 
sicians’ offices. Good referee essential.— 


Moundsville (Pa.) Press. 


RAW EXAMPLE 


Tue aged country doctor made one of his bare 
appearances in Belden, Tuesday.—Belden 
(Wyo.) Pioneer. 


OTHER women in town went to meetings about 
this and that, and Nancy Riddale stayed in 
New York to take poison gas and bombs once 
a week.—From a story in Redbook. 
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with small Armatinic Activated dosage to assure a 
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Development of Hematological 
Intrinsic Factors 

The Armour Laboratories has pio- 
neered in the development of poten- = 
tiating and activating hematological Capsulettes 
agents. The use in Armatinic Acti- eee 
vated of the instrinsic factors as 
supplied by desiccated duodenum is 
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City Vote Leads in Approving Medical 
Education Aid Amendment in Texas 


A stupy of the recent vote approving a constitutional 
amendment designed to aid medical education in Texas 
seems to point out that metropolitan areas, especially 
Houston, are more concerned about the doctor shortage 
than are the rural areas in the state, the Houston 
Chronicle reports. 

It is pointed out that perhaps the concern is more 
over the problem of poor distribution and not enough 
general practitioners in the cities. The amendment to 
aid medical education passed by a considerable plurality 
with the city vote swelling the margin. 

There has been growing resentment against the 
medical profession because over-specialization has in- 
creased medical costs beyond the reach of families never 
considered in the underprivileged class, families proud 
of their determination to pay their way,” the story states. 

The importance of the American Academy of General 
Practice is emphasized in the article because of its post- 
graduate study requirements which assures the public 
of a well-informed family doctor. The public consensus 
is more and better general practitioners are needed. 


Medical News in Small Doses: 


Tue Academy’s new president, Dr. U. R. Bryner of 
Salt Lake City, on invitation of the Council on Medical 
Education and Hospitals, appeared on a panel at the 
February Medical Education and Licensure meeting in 
Chicago. He spoke on the A.M.A.’s special committee 
report concerning internships and the new revision of 
the essentials of internships. Dr. Bryner also attended 
the inauguration of the seventh president of Westmin- 
ster College in Salt Lake City recently. He served as a 
representative of the A.M.A.’s Board of Trustees . . . 
A study of health conditions in eighty countries by the 
World Health Organization indicates that in most coun- 
tries, death rates are lower than they were before World 
War II, according to a report from the United Nations 
Educational, Scientific, and Cultural Organization . . . 
The 13th annual essay contest of the Mississippi Valley 
Medical Society has been announced for 1953. A cash 
prize of $100, a gold medal, and a certificate of award 
will be presented the winner of the best unpublished 
essay on any subject of general medical interest and 
practical value to the general practitioner. Presentation 
will be made during the M.V.M.S. annual meeting Sep- 
tember 23-25 in Springfield, Ill. . . . California chapter 
member, Dr. Burt L. Davis of Palo Alto, has been named 
president-elect of the Santa Clara County Medical So- 
ciety . . . The second annual tuberculosis symposium for 
general practitioners will be held at Saranac Lake, N. Y. 
from July 13-17. It is approved by the A.A.G.P. for 
twenty-six hours of postgraduate credit for its members 
... Dr. Charles Martin of St. Louis has been invited to 
assist in the establishment of a general practice section 
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Planning Co Attend? 


AcabDEmy chapter meetings and postgraduate 
courses, as well as other medical meetings 
in which general practitioners will have an 
interest, will appear here monthly. 


April 13. Tennessee chapter, fourth annual meeting, 
Peabody Hotel, Memphis. 

April 13-24. University of Michigan Medical School, 
post-graduate course in general practice, 
Ann Arbor. 

April 15. Massachusetts chapter, annual meeting, 
Shelton Hotel, Boston. 

April 15-16. Indiana chapter, annual meeting, Antlers 
Hotel, Indianapolis. 

April 17-18. University of Utah College of Medicine, 
post-graduate course on office gynecology, 
Salt Lake City. 

April 19. Arkansas chapter, scientific meeting, Little 
Rock. 

April 19. Southwestern Ohio Society of General 
Physicians and University of Cincinnati, seminar 
on “Selected Neurological Syndromes, Hotel 
Alms, Cincinnati, Ohio. 

April 22-23. Kentucky chapter, annual meeting, 
Brown Hotel, Louisville. 

April 27—May 2. American College of Physicians, post- 
graduate course on cardiovascular diseases, 
Philadelphia, Pa. 

April 28. Connecticut chapter, fourth annual meeting, 
Hamden High School, Hamden, Conn. 

May 1-2. University of Colorado, postgraduate 
course on anesthesia for general practitioners, 
Colorado University Medical Center, Denver. 

May 2. Hawaii Territorial chapter, second annual meet- 
ing, Wailuka, Mavi, Hawaii. 

May 7. Virginia chapter, third annual meeting, Hotel 
Jefferson, Richmond. 

May 7. Weld County (Colorado) Medical Society,weekly 
spring clinics, May 7, 14, 21, and 28, Weld 
County Hospital, Greeley. 

May 11-16. American College of Physicians, post- 
graduate course in internal medicine, Phila- 
delphia, Pa. 

May 11-16. American College of Physicians, post- 
graduate course on electrocardiography, Mas- 
sachusetts General Hospital, Boston. 

May 13-15. Wisconsin State Medical Society, post- 
graduate circuit courses at Delavan, Sheboy- 
gan, and Green Bay, Wis. 

May 14. Maryland chapter, spring assembly, Navy 
Medical Center, Bethesda, Md. 

May 18-22. American College of Physicians, post- 
graduate course on internal medicine, Uni- 
versity of Oregon Medical School, Portland. 

May 20. University of Colorado, clinical day in pe- 
diatrics, St. Francis Hospital, Colorado 
Springs. 
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...all the patients who represent the 44 uses for short-acting 


NEMBUTAL 


EVER WONDER WHY one drug should survive 23 years of clinical experience 
(when a lifetime for many is only about five)? Why it should account for 
598 published reports? Or more than 44 clinical uses? 
Short-acting Nemputa (Pentobarbital, Abbott) is the drug. 
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For Brief and Profound Hypnosis . 
” cerebral depression—from mild sedation to deep hypnosis. 


try the 0.1-Gm. (1Y-gr.) 
NEMBUTAL 


Sodium capsule 


2. The dosage required is small—only about half 
that of many other barbiturates. 
3. There’s less drug to be inactivated, shorter duration 
of effeet, wide margin of safety and usually no 
morning-after hangover. 


1. In equal oral doses, no other barbiturate combines quicker, 
briefer, more profound effect. 


How many of short-acting NemBuTat’s 44 uses have you tried? You'll 
find details on all in the booklet, “44 Clinical Uses for _, » , 
Nemputat.”” Write Abbott Laboratories, North Chicago, Illinois. \_ 
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at St. Mary’s Hospital in Jefferson City .. . According 
to a study made by Medical Economics, if the concept of 
overtime work at overtime pay were applied to the pro- 
fession of medicine it would demonstrate that the skilled 
laborer and the typical doctor get roughly comparable 
hourly returns ... Dr. John M. Travis of Jacksonville, 
Tex., appeared on the program of the Conference on 
Rural Health, sponsored by the A.M.A.’s Council on 
Rural Health, February 27-28 in Roanoke, Va. Dr. 
Travis, selected the general practitioner of the year by 
the A.M.A., is a charter member of the Academy. Two 
other Academy members, Dr. B. N. Saltzman of Moun- 
tainhome, Ark., and Dr. James L. Hamner of Mannboro, 
Va., also participated in the conference . . . The Insti- 
tute on Industrial Health of the University of Cincinnati 
will accept applications for a limited number of fellow- 
ships for a postgraduate course in preparation for a 
practice in industrial medicine. 


NEWS FROM THE STATE 
CHAPTERS 


Tue spring meeting of the Tennessee chapter will be 
held April 12 in Memphis. Six well-known general prac- 
titioners in Memphis will present the program which 
has been arranged by members of the Memphis chapter 
and the General Practice Office of the University of 
Tennessee. The physicians who will appear are Drs. 
Ben Pentecost, Lyman Kasselberg, J. T. Bridges, Arthur 
Green, Paul Williamson, and Karl Messinger. 

There will be a tour of the University’s General Prac- 
tice Clinic, conducted by Dr. Marion Moore. The entire 
program will be a symposium on psychosomatic disease ; 
it will be tape recorded and printed for general use. The 
day’s activities will close with a social hour. 

The board of directors of the North Carolina chap- 
ter will meet April 15 during the annual symposium of 
the Rowan-Davie component chapter in Salisbury. 

At the January board of directors’ meeting of the 
Michigan chapter it was voted to donate $500 to the 
A.A.G.P.’s Building Fund. 

The Wayne County and Michigan chapters announce 
that the editorial board of their publication, ‘“The Bul- 
letin” has voted to enlarge it. Advertising will be ac- 
cepted. 

At a recent meeting of the Genessee (Michigan) 
chapter, Dr. G. L. Gundry of Grand Blanc was elected 
president. Upon his installation he will also be chair- 
man of the chapter’s board of directors. Dr. Maurice A. 
Schnitker, director of medicine at St. Vincent’s Hos- 
pital in Toledo and president of the Northwest Ohio 
Heart Association, was the dinner speaker. His topic 
was “Headaches—Their Diagnosis and Treatment.” 

Another component chapter in Michigan, the Sagi- 
naw chapter, has elected Dr. William B. Kerr president. 
Other new officials are Dr. William P. Martzowka, vice- 
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VOLUME INDEX 


Copies of the Subject and Author Index of 
Volume VI of GP are now available free 
of charge to subscribers who wish to have 


them. Readers who wish to preserve their 


copies of GP by binding them into volumes 


will want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 406 


West 34th Street, Kansas City 2, Missouri. 


NEW YORK UNIVERSITY 
POST-GRADUATE MEDICAL SCHOOL 


477 FIRST AVENUE, NEW YORK 16, N. Y. 
eee 


Department of Industrial Medicine 


COMPENSATION AND INDUSTRIAL 
MEDICAL PRACTICE 
2 weeks, full-time. May 11 through 23,1953 


A two weeks’ full-time course, one week devoted to the com- 
pensation aspects of vascular disease, heart disease, dermatol- 
ogy, surgery, rehabilitation, arthritis, the pneumoconioses, 
neurosurgery, and neurology, x-ray and cancer. Second week 
will cover objectives of an industrial medical service, evaluation 
of the worker, analysis of time lost, diagnosis of occupational 
disease, control of accidents and illness, environmental hazards 
problem workers, medical care plans, planning for the older 
worker, and pulmonary diseases. 


Department of Medicine 
REVIEW COURSE IN GENERAL MEDICINE 
10 days, full-time. July 13 through 24, 1953 


Designed especially for members of the American Academy of 
General Practice, but other physicians are eligible to attend. 


Department of Orthopedic Surgery 


ORTHOPEDICS IN GENERAL PRACTICE 
5 days, full-time. June 15 through 19, 1953 


A review of orthopedic conditions encountered in general prac- 
tice. 
eee 


For application and information about these courses, address: 
Office of the Dean, Post Graduate Medical School (A Unit 
of the New York University-Bellevue Medical Center) 
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president; Dr. Peter R. Chisena, secretary; and Dr. 
Francis L. Markey, treasurer. Certificates honoring past 
presidents of the chapter were presented to Dr. Fred- 
erick L. Luger, now president of the Michigan chapter, 
and Drs. George B. Steward, Eustace Hester, and Carl 
A. Stander. 

May 14 has been selected for the date of Maryland 
chapter's spring assembly. It will be held at Navy Medi- 
cal Center, Bethesda. The Maryland chapter is sponsor- 
ing, along with the Maryland Heart Association, a pro- 
gram to be presented by outstanding authorities on the 
heart. 

University Hospital of the University of Maryland 
has joined Kansas University (the first school to use 
color television) and other schools in their initiation of 
television and amplified sound in postgraduate medical 
teaching. The recent experiment in Baltimore was con- 
ducted under the sponsorship of the Maryland chapter. 
Once television courses become established it will en- 
able doctors to see the latest techniques and develop- 
ments in universities without having to travel to the 
medical centers. 

Hotel del Coronado near San Diego has been selected 
as the site of California chapter’s fifth scientific meeting 
October 25-27. 

Four component chapters in California announce new 
officers. In the Santa Clara chapter, Dr. John Cox is 
president, Dr. J. Alison Cary, president-elect, Dr. 


LOTYCIN 


(ERYTHROMYCIN, LILLY) 
CRYSTALLINE 


THE ORIGINATOR OF ERYTHROMYCIN 


Deane Adams, secretary, and Dr. Gordon 
treasurer. 

Officers elected at a recent meeting of the Sonoma 
chapter are Dr. Frank Norman, president; Dr. Martin 
Hutchinson, vice-president; and Dr. Kathleen Morris, 
secretary-treasurer. 

The Los Angeles chapter has installed Dr. Charles 
Nelson as president, Dr. Madeline Beckenbach, vice- 
president, and Dr. Donald G. Thompson, secretary- 
treasurer. Dr. Gordon Beckner is president-elect. 

Dr. Arthur F. Howard has been elected president of 
the Fresno chapter, which has a membership of 60. 
Other new officers are Dr. Campbell H. Covington, 
vice-president; and Dr. Gerald K. Nider, secretary- 
treasurer. 

The New Hampshire chapter is sponsor of three 
seminars being held at Sceva Speare Memorial Hospital 
in Plymouth. The first, on eye emergencies, was held 
February 11. Dr. Lawrence S. Crispell from Dartmouth 
Medical School will speak on office treatment of emer- 
gencies in the nose and throat at the second meeting 
which will be held on April 8. The third session will be 
June 3 with Dr. T. B. Quigley of Harvard Medical 
School lecturing on “Minor Procedures in the Manage- 
ment of Trauma.” 

At a recent meeting of the Connecticut chapter’s 
board of directors, Dr. Edwin Connors of Bridgeport 
was appointed chairman of that group. Dr. Connors and 
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ETHICAL 


The Stuart Formula is one of the oldest 
ethically promoted multivitamin products. 


DEPENDABLE 


Constant improvements to meet the latest 
medical demands have kept it one of the 
finest multivitamin products available. 


Doctors throughout the nation 


report better results with 


the 
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TWO TABLETS (average daily dose) stand- 
ardized to contain: 


VITAMINS 
5,000 USP units 

COMPLETE B COMPLEX 
Niacin and Niacin Amide . . . . . 30 mg. 


Biz = USP 
50% B)2 Concentrate 
Also other members of the B Complex from natural 
sources, yeast and liver fraction 2 


MAINTENANCE MINERALS 


TRACE MINERALS 
Zine. . - 0.3 mg. 


LOW IN COST TO PATIENTS 
Available at all pharmacies 


THE 


STUART COMPANY 


PASADENA 1, CALIFORNIA 


Vitamins 
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THE FORMULA FOR 


SUCCESS IN LIQUID 
MULTIVITAMIN THERAPY 


Vitamins 
ADB, B2 P-P Bc E 


Panthenol 


including entire 
B Complex 
Minerals 
Malt 


MAINTENANCE 
AMOUNTS OF 
IRON & IODINE 


Dr. Edmund L. Douglass of Groton were delegates to the 
A.A.G.P. Assembly in St. Louis. 

Dr. John M. Monacello of Windsor has taken office 
as president of Hartford (Connecticut) County chapter. 

Plastic surgery was the topic of Dr. James Barrett 
Brown’s speech to members of the St. Louis (Missouri) 
chapter at a recent meeting. 

New officers of the Rock Island (IMinois) regional 
chapter are Dr. M. F. Weissman of East Moline, presi- 
dent; Dr. A. W. Wellstein of Geneseo, vice-president ; 
and Dr. Martin C. Woloski of Rock Island, secretary- 
treasurer. 

Marjorie Shearon, editorial and legislative consultant 
in Washington, D. C., was dinner speaker at a recent 
meeting of the Franklin (Ohie) County chapter. 

Dr. Ray V. Brashear is the new president of the Tar- 
rant County (Texas) chapter. Dr. Frank J. Blaha is 
vice-president and Dr. B. N. Grey is secretary-treasurer. 


At a meeting of the Texas chapter’s board of directors 
plans were made to give each Academy member, who 
attends the state chapter’s meeting in Dallas next Sep- 
tember, an abstract of the scientific papers and the 
business meeting. 

The Fulton County (New York) component chapter 
that was organized last August with five members has 
doubled its membership—now totaling 10. 

Adirondack Regional (New York) chapter is a co- 
sponsor of the 1953 symposium on tuberculosis to be 
held July 13-17 at Saranac Lake. 

More than 100 Arkansas physicians registered at the 
recent postgraduate program in Little Rock sponsored 
by the Arkansas chapter and the Arkansas Medical So- 
ciety. April 19 is the date of the Arkansas chapter’s 
scientific meeting. It will also be in Little Rock. 

Dr. Saul E. Biller is the new president-elect of the 
Milwaukee (Wisconsin) chapter. 


“| love a good gag, Holmes, but this is not the time or place.” 
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LABORATORIES, ENC. 


PHILADELPHIA 372, PA. 


pottles 


TRADEMARK 


Potency 
Complex 


cola-flavored syrup 


¢ Patients like Sustinex—in fact they won’t believe it’s 
a medicine— 


* High potency B Complex in a form that makes the lips 
smack—yet one teaspoonful is the average daily dose. 


¢ You wouldn’t think that B Complex could be made so tasty 
—but there it is—in Sustinex. 


¢ Can be added to carbonated drinks—or taken straight— 
either way it’s delightful— 
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Side effects patients 


“eat less 
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Clinical Report 


“... Biphetacel has been tested recently 
with excellent results. It contains the 1:3, I/d ratio 
of amphetamine phosphate together with methyl atro- 
pine nitrate (Metropine®) and sodium carboxy- 
methylcellulose (to reduce constipating effect of a 
amphetamines). It has been administered to 236 over- o~ Treatment : 
weight patients over an average time of six weeks. 
The responses have been classified according to the ~ VAGOTONIC patients, | 1 
patients’ subjective feelings in regard to appetite “to 1 hr. before meals. SY 
suppression, as follows: 14 patients—no effect ; 30 
patients—slight effect; 105 patients—satis- 
factory effect; 87 patients—excellent effect...” 

S. C. Freed, M. D.—Newer Concepts in Treating 

Obesity, GP, Vol. VII, No. 1, Jan. 1953 


CURBS APPETITE EFFECTIVELY 
PRESERVES “ENOUGH-TO-EAT” FEELING 
ASSURES NORMAL ELIMINATION 


Write for literature 


Rocuest 


GP « Volume Vii, Number 4 


and 
aa 
like it” 
ns 
Metropine® (methyl atropine nitr 
Strasenburgh), 1 mg.;Sodium 
_  Carbox) thylc 
140 


BUILDING FUND POINTS TOWARD SAINT LOUIS 


AT THIS writing, Dr. Fowler and his Building Commit- 
tees—national and state—expect new contribution 
records at the Fifth Annual Assembly in St. Louis. By 
the time this is read, of course, the Assembly will be 
history and this column next month will be reporting 
the results of the Committees’ efforts. 

In the meantime, however, the February activities of 
several state Committees warrant some mention. Of 
chief interest is the continued response from Ohio. 
That state has now moved into third place, barely fifteen 
hundred dollars behind second-place California. Dr. 
George Lemon can feel proud of the hearty support 
being given to his appeal for cash. However, Dr. John 
Eversoll, in St. Louis, and Dr. M. B. Casebolt, in Kansas 
City, have indicated their determination to move 
Missouri back into third place within the next 30 days. 

Dr. Charles Nelson, on the other hand, assures both 
these challenging chapters that California intends to 
start moving away from them again. Kentucky, Massa- 
chusetts, New York, and West Virginia accounted for 
the other principal activity during February. (Dr. Max % 
Cheplove has set “a contribution from every New York ee . 8,525 


member” as his goal.) 


MciVOR MOUTH GAG 


offers SAFETY and BETTER EXPOSURE 


for the Surgeon... with 
no Traumatism to Incisor Tooth 


- This Improved Mouth Gag represents the. 
‘advancement in Mouth Gag design for many years. Con- 
tact is made behind canine teeth... with positive, two- 
point pressure at all times. Completely flexible in use® 

as various adjustments are possible in either plane. 4 
Three sizes of tongue blades come with each Mouth Ges. : 
Fits any mouth from small child to ews 


$35 


maven 


Order a MclVOR MOUTH GAG through 
your regular supplier, or write: 


ROBERT & WILLIAMS CO. 


Manufacturers of the McIVOR MOUTH GAG 
416 THIRTIETH STREET * CAKLAND 9, CALIFORNIA 
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IN QBESITY 


At Meals and Between Meals 


patient co-operation throughout the trying 


patient on a diet longer. 


Phosphate, 5 mg., and Nicel,* 150 mg. 
Dosage: 3 to 6 tablets daily with a full glass 
of water, one hour before meals. 

Supplied in bottles of 100, 500, 1000 tablets. 
*\rwin-Neisler’s Brand of High-Viscosity Methylcellulose. 


Oboce 


IRWIN, NEISLER & CO., pecatur, 
Research lo Sewe Your Practice 


DOUBLE THE POWER TO RESIST FOOD 


With Obocell it is easy to achieve and maintain 
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Obocell® controls the two causes directly responsible 
for overeating—bulk hunger and appetite. Nicel* 

(in Obocell) slows release of d-Amphetamine...prolongs 
appetite depression...and supplies non-nutritive 
bulk to create a sense of fullness and satisfaction. 


period of weight reduction since Obocell keeps the 


Each Obocell tablet contains Dextro-Amphetamine 
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LETTER S—Continued from page 25 


How well I succeeded is, of course, difficult for me to decide. 

I was pleased, however, that in the Laboratory Digest 
(16:29, Dec., 1952) an abstract of the article has already 
appeared. The reviewer makes the following statement: 
The present treatise is one of the most informative articles 
this reviewer has read on this subject.” If the majority of 
readers of GP feel the same way about the article, I shall feel 
very satisfied. 

ArMAND J. Quick, M.D. 

Marquette University 
School of Medicine 
Milwaukee, Wisconsin 


Nothing so pleases the heart of the publisher as a contented 
author! We feel sure our readers, like the Laboratory Digest 
reviewer, found this article stimulating and helpful.—Pus- 
LISHER 


Two-Year Residency Open 


Dear Sir: 

The Queen of Angels Hospital, Los Angeles, California, is 
accepting applications for a two-year residency in General 
Practice. 

Correspondence should be addressed to the Department 
of Graduate Education, Queen of Angels Hospital, 2301 
Bellevue Avenue, Los Angeles 26, California. 

Sister Mary Dicna 
Medical Librarian 
Queen of Angels Hospital 
Los Angeles, California 


Second Year Needed 


Dear Sir: 

I feel very strongly about this matter of a second year of 
training for young men going into general practice, and am 
particularly pleased with your suggestions of bringing such 
an opinion to the attention of general practitioners through 
GP. 

To the practicing physician, this need for at least a second 
year of training seems to require some explanation and 
clarification because we find so very often that our students 
are advised by practitioners against a second year. 

I suppose that underlying this advice is the knowledge 
that they themselves, in many cases, have had only one year 
of training, and that such advice favoring two years is an 
implied criticism of the quality of their practice of medicine. 
Perhaps this is not true, but in any case it is certainly not 
true from our point of view. 

A second reason for this opposition to further training is 
well stated in your preference for calling the second year of 
training a residency rather than a second year of internship, 
with the added comment that the quality of training is the 
important thing regardless of what it is called. 

There is a great deal of second year training designed for 
general practitioners throughout the country which is 
nothing more than routine hospital operations by underpaid 
full-time physicians. The training, if it is extended, must 
be worthy of these young men and of the responsibilities 
which they must assume in the family practice of medicine. 
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Under such circumstances, I cannot see how it can ever 
be argued, with the advances of medical knowledge as they 
are, that at least a second year of training is not essential to 
a young man who would begin to meet the medical needs 
of the community in which he settles. Every community in 
this country deserves the best medical care that can be 
provided, and this, in our opinion, cannot be provided for 
the young man graduating in 1953 with only a year of rota- 
tion through the services of even the best hospitals. 

I hope that all of those interested in the quality of medical 
care will help to insure the future generation of family physi- 
cians against failure to complete their formal training be- 
cause of financial needs alone. 

Joun B. Trustow, M.D. 
Dean, School of Medicine 
Medical College of Virginia 
Richmond, Virginia 


Men of Dr. Truslow’s vision will see that the responsibility 
for the quality of medicine rests directly on the shoulders of the 
medical profession. The Mead Johnson General Practice Resi- 
dency Scholarship Awards are a worthy beginning.——PUBLISHER 


In Hotbed of Specialties 
Dear Sir: 


Just a note to accompany the renewal of my subscription 
to GP. 

I am a senior at the University of Illinois College of Medi- 
cine located in the great “West Side Medical Center” of 
Chicago. We students of the largest medical school in the 
country are figuratively lying in a “hotbed” of all the various 
medical specialties. As a consequence, too many of us (as 
well as many in the four other medical schools in Chicago) 
have lost sight of the services the practitioner can provide 
to the public. 

But the past year’s issues of GP have served to arouse my 
interest in general practice more than you can imagine. 
Thanks for the excellent articles, editorials, and especially 
for “Tips from Other Journals”—a most valuable way of 
helping the time-pressed student get to the journal reading 
he is supposed to do as an upperclassman. 

Lupwic N. Granpt 
Lombard, Illinois 


Recommended Treatment 


Dear Sir: 

In GP for December, 1952 you printed an answer in “In- 
formation Please” under the title, “Help for an Alcoholic.” 
It seemed to me that your answer was all right in a general 
way, but it wasn’t much help to a doctor who faces the kind 
of situation described in the question. 

Recently I ran into an almost identical situation. Here is 
what I did. 

It was at 11:30 p.m. and the man was in a hotel away from 
home. First, I ordered two pints of milk and watched him 
drink them. Then I called up his wife, who was 500 miles 
away, and told her to get into town as quickly as she could. 

(Continued on page 144) 
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A dividend of twenty-five cents 
($0.25) per share has been de- 


clared payable March 5 to stock- 
holders of record February 9, 1953. 


The transfer records will not close. 
Bankers Trust Company of New 
York will mail the checks. 

M. J. Fox, Jr., Treasurer 


ScHERING CORPORATION 
Bloomfield. New Jersey 


Saranac Lake, N. Y. 


THE HEALTH CENTER 
IN THE ADIRONDACKS 


For the study, care and treatment of 
chest diseases, 


For the rehabilitation of many types of 
physical disabilities, 


For postgraduate study: Second Annual 
Tuberculosis Symposium for General 
Practitioners, July 13 through 17, 1953, 
approved by AAGP for twenty-six hours 
of formal credit. 


For complete information on the health services 
of Saranac Lake, please write to: 

*SARANAC LAKE MEDICAL FACILITIES, INC. 
93 MAIN STREET, SARANAC LAKE, NEW YORE 


*A non-profit oryanization of Saranac Lake citizens inter- 
ested in publicizing the many health services of the area. 


She promised to catch the first morning plane. Next, I called 
Alcoholics Anonymous and asked if they could send some- 
one over to spend the evening with the patient until he went 
to sleep. They thought that they could possibly find some- 
one who would be glad to do that. 

Then I gave him 5 grains of sodium phenobarb, by hypo, 
and put a glass of water and a Nembutal gr. iss. capsule on 
the side table so he could take them if he woke up. He told 
me I could look through his suitcase and dresser for any 
liquor. After inspecting the place pretty carefully, I could 
find none. 

I stayed around 10 minutes longer, until he began to feel 
a little relaxed, then I put him to bed and turned off the 
lights. I left a prescription for Dexamyl, tablets 15, one t.i.d. 
and h.s. I thought this might contribute to a reduction in 
the desire for alcohol. 

The sequel to the story is his wife called me about three 
days later, said that he had not touched another drop of 
liquor and was extremely grateful for my consideration and 
treatment. 

NAME WITHHELD ON REQUEST 

We like your answer too.—Eb. 


Schweitzer Story a Favorite 


Dear Sir: 
We have read with interest your article, “The Thirteenth 
Disciple,” which appeared in the December, 1952 issue of 
GP. If you have reprints of this article available, we would 
sincerely appreciate receiving a copy for our files. 
We shall appreciate whatever consideration you can give 
to this request. 
Rosert T. Lentz 
Librarian 

The Jefferson Medical College 

Library, Philadelphia, Pennsylvania 


Mr. Lentz’s interest in our story on Dr. Albert Schweitzer 
is matched by our pleasure in his word of commendation. We 
have dispatched a copy of the December issue and two reprints 
for the Jefferson Medical College library files —PuBLIsHER 


Index and Application Enroute 


Dear Sir: 

My January issue of GP arrived on schedule as usual. My 
deepest thanks for the fine answer and consideration of my 
question of the toxicity of thioglycolates. 

I desire to bind my 1952 issues of GP. I should like to 
have the volume index for these issues. Will you please for- 
ward this to me? 

After three years of general practice I hope to become a 
member of your organization. I am taking a course in elec- 
trocardiography now to begin my hours of postgraduate 
study to qualify fully for active membership. 

My hope is for your continued success. 

Suerrer Crark, M.D. 
Kenova, West Virginia 


The index for the 1952 issues has been sent as well as an 
application for associate membership. The membership applica- 
tion should be returned to the secretary of the West Virginia 
chapter.—PUBLISHER 

(Continued on page 145) 
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This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs Lederle , 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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HYDROCHLORIDE CRYSTALLINE 
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Infections of the Neck. 
and is especially 
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is indicated 
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Subscription Comes with Membership 


Dear Sir: 

I am quite interested in becoming a member of the Ameri- 
can Academy of General Practice. Thus it would be greatly 
appreciated if you would send me the necessary information 
and forms which are required to make application for mem- 
bership. 

Secondly, I would like to congratulate you upon the ex- 
cellence of your publication, GP. The style, readability, and 
quality of this publication surpass the majority of other 
medical journals without a doubt. Where do I send my 
check to subscribe to this journal? 

Rosert W. Arp, M.D. 
Hagerstown, Maryland 


Information concerning membership has been sent to Dr. 
Ard along with the good news that a subscription to GP is 
included in the $15 annual dues paid by each Academy member. 
A nonmember subscriber should send his check of $10 to Circu- 
lation Department, GP, American Academy of General Prac- 
tice, 406 West 34th St., Kansas City, Mo.—PuBLisHER 


An Index for Each Volume 


Dear Sir: 

I am just another one of your readers that thinks GP is 
just about the best medical literature available. My one 
question is where is the summary index? I have seen the in- 
dex for each number but where does a more comprehensive 
index appear? I often refer back to articles but have to thumb 


through all the issues thus far published to find the one I 
want. Would you kindly enlighten me? 


Evarts G. Loomis, M.D. 
Hemet, California 


An index for each volume of six issues is available upon 
request.—PUBLISHER 


Guide for Prospective Family Doctors 


Dear Sir: 

I am writing in regard to the possibility of securing from 
your files a brief resumé of a course outlining the principles 
of general practice as stated in the Academy. 

As a member of the Executive Committee of St. Mary’s 
Hospital in this city, and head of the Department of General 
Practice section, I have been asked by the interns to give 
them an outline, if possible, and a series of talks regarding 
practice when they finish their internships. 

Most of the men are planning on a general practice set-up, 
and I am therefore interested in any information which you 
can furnish me that would be helpful in this regard. 

Any form of outline or articles which you have on file 
will be greatly appreciated. 

Cuartes E, Farser, M.D. 
Grand Rapids, Michigan 


This material was sent with a brief bibliography of other 
articles and books. Dr. Farber is to be commended for his efforts 
to assist future physicians prepare for private practice. 

—PUvBLISHER 


“Doctor, if you have the baby almost finished, don't put in 
tonsils and adenoids, because they'll cut them out anyway.” 
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For your obese patients 


who find it hard to follow orders, 


“One point on which all observers seem to he in agreement is that 
obesity increases human vulnerability to arteriosclerosis.” 


Altepose 


PHENYLPROPANOLAMINE HYDROCHLORIDE, THYROID AND VINBARBITAL 


make weight reduction easier 

by depressing appetite; help con- 
vert excess fat into energy, 
retard water retention, control 


nervous tension and anxiety. 


Sharp & Dohme 


Philadelphia 1, Pa. 


ALTEPOSE Tablets contain the appetite depressant PROPADRINE® phenylpropanol- 
amine HCl, which causes less central nervous stimulation than amphetamine. 


Each Avterose Tablet contains 50 mg. Propaprine HCl, and 40 
mg. thyroid plus 25 mg. DeLvinaL vinbarbital. 

Bottles of 100 and 1,000. 

1. Moses, C. and Peters, J.: Pennsyl- 


vania Med. J., 55:1020, (Oct.) 1952. 
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Anytime... 


Anywhere 


prompt, safe, 
Gratifying 
Relief 


Whenever symptoms 


of urogenital 


Wherever 


the patient 


may be... 
PyripiUM exerts a purely local analgesic action to relieve 
the distress of pain, burning, urgency, and frequency 


in a matter of minutes. 


PyripivuM is compatible with antibiotics and 


other specific therapy and may be 


used concomitantly, R D | J M° 


(Phenylazo-diamino-pyridine HCl) 


Pynipivo is the registered trade-mark MERCK & C O., INC. 
of Nepera Chemical Co., Inc. 
for its brand of phenyl diamino-pyridine HCl. Many se) Che 
Merck & Co., Inc., sole distributor in the United States. RAHWAY, NEW JERSEY 
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® 
Regitine 
(phentolamine methanesulfo- 
nate Ciba), preferred in the 
diagnosis of pheochromocyto- 
ma, the cause of the most com- 
mon form of hypertension of 
known etiology. The injection 
of this adrenergic blocking 
agent affords an accurate test 
that is relatively safe, and can 
be simply performed by any 


— unassisted, in his three new a gent Ss 
in the control of 
hypertension 


/ 


/ 
/ 
/ Complete information 
can be obtained by writing to 
the Medical Service Division, 
Ciba Pharmaceutical Products, Inc., 
Summit, New Jersey. 


- 


\ 


- 
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Apresoline 


hydrochloride (hydralazine hydrochlo- 
ride Ciba), an agent of choice (for use) in 
the treatment of hypertension. This orally 
effective antihypertensive is believed to 
_ act centrally to produce a gradual, sus- 
a= tained decrease in blood pressure while 
chloride (hexamethonium | | increasing blood flowthroughthekidneys. 


chloride Ciba), a potent 
oral hypotensive agent, 
may be particularly valu- 
able in those patients with 
severe hypertension which 
has failed to respond to 
Apresoline. Esomid acts as 
a ganglionic blocker, in- 
hibiting the transmission 
of impulses through all 
autonomic ganglia. 


CGilba 
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the 
premature 


baby 


LOW FAT. 


HIGH PROTEIN 


potao.....| DRYCO’ 


“a half-skimmed milk with Vitamin A and D fortification” 


In the report of a study of 122 premature infants whose birth weights 

were between 1,000 and 2,000 grams, Gordon* states, “There can be no doubt 
that under conditions of modern hospital practice, with cleanliness, good 
refrigeration and careful supervision of feeding, the use of a half-skimmed 
cow’s milk mixture will produce more satisfactory weight gains [than 
evaporated milk or human milk ]:’ 

Prescribe Dryco for your “prematures”...and for other feeding problems. 
Write for your copy of suggested Dryco feeding instructions. 


*Gordon, H. H.: Feeding of Premature Infants, Am. J. Dis. Child. June 1947. 


DRYCO COSTS LESS PER QUART GENERALLY THAN 
GRADE A PASTEURIZED WHOLE MILK 
DRYCO—a successful infant food for more than thirty years 


THE BORDEN COMPANY 350 Madison Ave., New York 17 
Prescription Products Division 
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Barbidonna provides “the wide range 

d d of therapeutic usefulness which character- 

oe izes the naturally occurring belladonna 

an se ative alkaloids”,* plus the calming influence 
of phenobarbital. 


. Barbidonna’s action is uniform and de- 
pendable since the alkaloid content is always 
constant, in fixed and scientifically appor- 
tioned amounts. 


Barbidonna is supplied as either 
TABLETS or ELIXIR 
Each Barbidonna tablet, or each fluidram (4 cc.) 


of elixir contains: 


Phenobarbital 16 mg. (4 gr.) 
Belladonna Alkaloids 0.13 mg. 


The alkaloids are equivalent in activity to 
approximately 7 minims of belladonna tinc- 
ture and are incorporated as hyoscyamine 
sulfate 0.1286 mg., atropine sulfate 0.0250 
mg., scopolamine 0.0074 mg. 


Barbidonna Tablets are supplied in bottles of 
100, 500, 1000 and 5000 tablets. 

Barbidonna Elixir is available in bottles of 1 pint 
and 1 gallon. 


*Goodman, L., and Gilman, A.: The Pharmacological Basis o, 
Therapeutics, New York, The Macmillan Company, 1941, p. . 


VANPELT & BROWN, INC. 
W Pharmaceutical Chemists 
RICHMOND 4, VIRGINIA 
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When age factor 
MANDELAMINE’* 
combines caution with 


control in the therapy 


URINARY 


INFECTIONS 


because it usually “can be given intermittently for long periods 
without toxicity and at relatively low cost.”’! 


“Of importance because of its frequent occurrence and refractoriness 
to all antibiotics is chronic non-specific prostatitis.”’? 


The danger of toxic reactions may preclude administration of 
sulfonamides to patients who require protracted therapy. 


Hinman, F., Jr.: California Med. 7:1 (Jan. )1952. 
z Furlong, J. "H.: Delaware State M. J. 24:170, 1952. 


Recommended therapeutic dosage: 3 to 4 tablets t.i.d. 


NEPERA CHEMICAL CoO., INC. 
Pharmaceutical Manufacturers +» Nepera Park, Yonkers 2, N. Y. 
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Shaw, H. N.; Henriksen, E.; Kessel, J. F., and Thompson, 
Clinical and Laboratory Evaluation of “Vagisol” 
3) 
> 


In a recently reported study,* 100 
patients with proved trichomonas vag- 
initis weré given 36 Vagisol Suppositabs 
(tablet-shaped suppositories), with in- 
structions to insert one each morning 
and night well up into the vaginal vault, 
regardless of intervening menstruation. 

In the control group, 40 patients were 
treated with another widely used anti- 
trichomonad medication. 

All patients, subjects as well as con- 
trols, were asked to return after 8 weeks. 
Effect of medication was checked by 
every accepted laboratory procedure, in- 
cluding parasitologic culture. If the pa- 
tient was found negative by all methods 
used, complete biweekly rechecks were 
done over a period of 10 weeks, before 
she was discharged as cured. 

The remarkable superiority of Vagisol 
in the treatment of trichomonas vagini- 
tis was demonstrated by these significant 
findings: 

A 98% cure rate ont in the 
Vagisol treated group. 


Under. Vagisol therapy patients 
were symptom-free after 2.15 mean 
patient days. For the control group, 
6.75 mean patient days were required 
to render them symptom-free. 

72% of the patients in the study 
group were cured in 18 days, 22% in 
86 days, 4% in 54 days. In the con- 
trol group 25% required 56 days of 
therapy, 42.5% 84 days, and 20% 
required 112 ‘dase for culture-de- 
monstrable cure. 

The desirable clinical behavior of Vagisol 
is due to the powerful antibacterial and 
antiparasitic actions of phenylmercuric 
acetate and tyrothricin, the digestant ac- 
tion of papain, the surface activity of 
sodium lauryl! sulfate, and the pH reduc- 
ing influence of lactose and succinic acid. 

Each Vagisol Suppositab, odorless and 
nonstaining, contains: 


Phenyimercuric Acetate 3.0 mg. 
Succinic Acid... 12.5 mg. 
Sodium Loury! Sulfate 3.0 mg. 


Vagisol Suppositabs, supplied in bottles of 36, are available on 
prescription through all pharmacies. Physicians are invited to 
send for literature and clinical test samples. Please address 
Smith-Dorsey, a Division of The Wander Co., Lincoln, Nebraska. 
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Edrisal* relieves cramps 


“The most satisfactory antispasmodic for use in spastic 
dysmenorrhea is, in my experience, ‘Benzedrine’ Sulfate . . .”” 


Janney, J.C.: Medical img al ed. 2, Philadelphia, 
W.B. Saunders Co., 1950, p. 


‘Edrisal’ relieves pain 
“« ‘Edrisal’ was more effective than any other analgesic 


previously used .. .”” 
Wells, R.L.: M. Ann. District of Columbia 20:360, 1951. 


‘Edrisal’ relieves depression 


‘‘Mental depression was always reliev 

Hindes, H.J.: Indust. Med. 15:262. 
Each ‘Edrisal’ tablet contains: Benzedrine* Sulfate (racemic amphetamine 
sulfate, S.K.F.), 214 mg.; acetylsalicylic acid, 244 gr.; and phenacetin, 2% gr. 
Recommended dose: 2 tablets. Prescription size: Bottles of 50 tablets. 
For severe or intense pain, ‘Edrisa! with Codeine 14 gr. is obviously preferable— 
even to ‘Edrisal’. 


Smith, Kline & French Laboratories, Philadelphia 


* T.M. Reg. US. Pat. Off. 
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Dual Antibiotic Potency 


¢W for nose and throat infections...with 


—wide spectrum bacitracin-neomycin compound— 


Du-biotic is an ideal topical antibiotic combination—one 
which offers a new high in clinical potency and safety. 
Combines “the best of the newer local antibiotics” for 
utmost effectiveness. Bactericidal against gram negative and 
positive organisms of the nose and throat—including many 
resistant types. 


Features the a safe, topical antibiotic with 
synergistic potency of “*unusually wide antibacterial 


range”’®. Exceptionally active in 


NE MY IN-+ pyogenic infections of the acces- 
sible mucous membranes. 

successfully used for bacterial 

—T~ infections of the nose and throat. 


Unlike penicillin and tyrothricin, 


is not inactivated by gram- 
negative organisms. 


White Laboratories, Inc., | Kenilworth, N. J. 


orbes, Jr.: Southern. Med. 
45: 2. E. Gunnison, 
5. B2 150:693, 3. Livin- 
good, ‘et 7 A. M.A. 334, 1952. 


2 CONVENIENT 


Du-biotic Intranasal 


—contains the widely-prescribed vaso- 
constrictor, phenylephrine, plus Neo- 
mycin and Bacitracin. Decongestive 
effect assures full antibiotic efficiency. 


Du-biotic Troches 


—delicious-tasting Neomycin-Baci- 
tracin troches include the dependable 
local analgesic, Propesin. 


TOPICAD FORMS 


subacute and chronic 
sinusitis; bacterial 
nasal infections 


tonsillitis; 

pharyngitis; 
superficial mouth 

infections 
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From Early Childhood to Ripe Old Age 


An Orange a Day 


eaten whole for its Protopectins 


Because of their desirable 
behavior within the gastro- 
intestinal tract, the protopec- 
tins can be of benefit to 
everyone—from early child- 
hood to ripe old age. Con- 
verted to pectin within the 
stomach, the protopectins 
tend to lower the pH of the 
intestinal contents, thereby 
promoting better absorption 
of certain noncaloric nutri- 
ents, aid in the removal of 
toxins and harmful bacteria 


when present, and contribute 
to better intestinalevacuation. 

These benefits can be de- 
rived from oranges only when 
the fruit is eaten whole, since 
the protopectins are found 
mainly in the fibrovascular 
bundles, the juice sacs, and 
the albedo, the white mem- 
brane under the skin. Orange 
juice contains comparatively 
little protopectin. 

“Eat an orange a day” is 
sound advice for your patients. 


Sunkist Growers - Los Angeles 54, California 
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moderation for variation... 


in the blended 
diuretic regimen 


In the long-term regimen, Calpurate 

meets the clinical need for moderate 

diuretic action, sustained effective- 
ness,,and minimal toxicity. 
Calpurate also promotes in- 
creased cardiac output. 


Calpurate is the chemical com- 
pound, theobromine calcium 
gluconate... unusually free 
from gastrointestinal and oth- 
er side effects . . . does not con- 
tain the sodium ion. 


to ‘lighten the load’ in 
congestive heart failure 
Calpurate is particularly 
indicated: 
when edema is mild and renal 
function adequate... 
during rest periods from digitalis 
and mercurials... 
where mercury is contraindicated or sen- 
sitivity to its oral use is present... 
for moderate, long-lasting diuresis in 
chronic cases. 


® 
| urate 

p non-toxic diuretic 
MALTBIE LABORATORIES, INC. - NEWARK 1,N. J. 
SUPPLIED: Calpurate Tablets of 500 mg. (7% gr.) 

Calpurate Powder 


Calpurate with Phenobarbital Tablets— 
16 mg. (4% gr.) phenobarbital per tablet 
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MEPHENESIN N.N.R. 
/ 


or the first time 71 


PHYSOSTIGMINE 


Wi 


with ATROPINE 


safe effective relaxatiot 


of skeletal muscle spasm without loss of normal muscl 
tone or function. 


Exerts the full spasmolytic action of Tolyspaz 
(Chimedic brand of mephenesin) plus the beneficial 
effects of physostigmine and atropine on the neuro- 
muscular system. 


TOLYPHY is specifically designed for the relief 
of pain, for increased range of motion and restoration 
of normal function in a wide variety of conditions com- 
plicated by skeletal muscle spasm or neuromuscular 
hyperirritability : 


Arthritis, fibrositis, torticollis, bursitis, myositis, 
low back pain. In paralysis agitans the primary pathol- 
ogy in the central nervous system is often irreversible, 
but TOLYPHY helps bring relief from the stiffness, 
tremor, rigidity and painful muscle spasm. 


Literature and samples of TOLYSPAZ and TOLYPHY available. 


Please send me: 

Literature and samples of TOLYPHY 
Literature and samples of TOLYSPAZ 


Add ress___ 


CHICAGO PHARMACAL COMPANY 


5547 N. Ravenswood Ave., Chicago 40, lil. 
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digitaline nativelle 


original pure crystalline digitoxin 


for dependable digitalization 
for smooth, even maintenance 


e constant, unvarying potency 


e complete absorption 


e dissipation uniform 


Send for brochure: “Modern Digitalis Therapy “ Clinical sample on request. 


VARICK puarmacat company. Inc. 
@Wivision of E. Fougera & Co., Inc.) 
75 Varick Street, New York 13, N.Y. 
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clinical Report 


slets giver 
Biopar® table 


orally have replaced 
injectable B,. in all 
conditions previously 

considered amenable only 


to injected vitamin Biz- 


Assay 254; 238 


30 TABLETS 


FOR ORAL USE 


TON: FEDERAL LAW PROHIBITS 
ENSING WITHOUT PRESCRIPTION. 
4 RMOUR LABORATORIES 
CO. 


Biopar tablets are therapeutically 
equivalent orally (in the dosage 
range employed) to parenteral vi- 
tamin B)2. Supplied in bottles of 30. 


% 


Each tablet contains 
Crystalline vitamin 
U.S.P., 6 meg.; and 
Intrinsic Factor, 30 mg. 
(a completely new in- 
trinsic factor prepara- 
tion 40 times more 
powerful than previ- 
ously used Armour in- 
trinsic factor extracts). 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY CHICAGO 11. ILLINOIS 
PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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Now, as in 1805 when British Prime Minister 
William Pitt faced the Napoleonic menace, the 
free world confronts a colossus intent upon its 
destruction. Before such titanic threats, and the 
effort necessary to meet them, men falter—as 
even the great Pitt finally faltered—and fall into 
the varied psychic patterns grouped together 
by present-day physicians under the term 
‘depression’. 


You will find—as countless physicians have 
—that ‘Dexedrine’ Sulfate will help the de- 
pressed patient. By restoring mental alertness 
and optimism, by inducing a feeling of energy 
and well-being, by relieving tensions,’ Dexedrine’ 
can lift your patient from depression and help 
restore him to an effective place in society. 


Dexedrine* Sulfate the antidepressant of choice 


Tablets + Elixir ‘Spansules’ 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, $.K.F. 


‘Spansules’ Trademark 


After clinical study of eight appetite-curbing 


preparations, Williams et al. concluded: 


‘Dexedrine’ is the agent of choice because in most 
& of the patients it produces a moderate anorexigenic 
effect, yet the unpleasant effects are mild or absent.” 


Annals of Internal Medicine 29:510. 


Dexedrine Sulfate Tablets + Elixir + “Spansules’ 


The standard in weight reduction 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U. S. Pat. Off. for dextro-amphetamine sulfate, $.K.F. 
“Spansules’ Trademark 
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points to 
remember about 


Antrenyl 


OXYPHENONIUM BROMIDE CIBA 


New High Potency Anticholinergic 
for adjunctive therapy in 


Peptic Ulcer 
Spasm of Gastrointestinal Tract 


1. Mg. per mg., one of the most potent 
of all anticholinergic agents. 


2. Recommended dosage approximately 
one-tenth that of certain other 
anticholinergics. 


3. No bitter aftertaste. 


4. In individual doses, well tolerated 
and side effects absent 
or generally mild. 


5. Usually no esophageal or gastric irritation. 
6. Convenient q.i.d. dosage schedule. 


7. Economical. 


Supplied: 
rastats, 5 mg., scored; bottles of 100. 8. Two easy-to-take forms: Tablets and Syrup. 
syrup, 5 mg. per teaspoonful (4 cc.) ; 

bottles of 1 pint. CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


Ciba 
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proves its value to the physician 


in wounds in decubitus ulcers 
“Granulation tissue seemed to be of 


“...a most effective agent is generally 
finer texture, more firm and to form 


agreed to be chlorophyll ointment 
more rapidly with chlorophyll and liquid.”? 
(CHLORESIUM)...”} 


in pilonidal cyst wounds in other resistant lesions 
“The main advantage...is a “CHLORESIUM...an active agent 
prompt, clean healing with in restoring affected tissues to a state 
firm granulation.” conducive to normal repair...”* 
“,..effective agents in facilitating growth 


of granulation tissue and epithelization.”> 


Cuioresium Or1ntmMent and SoLurion (Plain) contain water- 
1, Bowers, W. F: Am, J. Surg, ue 
73 37, 1947, soluble derivatives of chlorophyll “a” as standardized in N.N.R. 
2. Pollock, L. J., and others: 


5, (Ang, 25) These derivatives, highly concentrated and purified, provide the 
3. Niemiro, 2B. 3.1 Journal Lancet optimum therapeutic benefits obtainable from chlorophyll. 


CHLoRESIUM OINTMENT—Il-ounce and 4ounce tubes. 
S$. Combes, F. C.; Zuckerman, 


mi Mew Crtoresium Sotution (Plain)—2-ounce and 8-ounce bottles. 
State J. Med. 52 :1025, 1952. 


Literature containing 
comprehensive informa- 
tion on the uses of chloro- 


a, forwarded on (Aystan) CO any INC. 


Reprints of recent papers ‘Meunt Vernon, New York 
are also available. 
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Creating 


attitude... 


optimism and cooperation 


are encouraged by 


ethedrine 


Methamphetamine Hydrochloride, COMPRESSED 


Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


Literature 


‘ll be ‘Methedrine’ brand Methamphetamine Hydrochloride, 
wr 5 mg., Compressed, scored 


sent on Bottles of 100 and 1,000 
request 


& Burroughs Wellcome & Co. (U.S. A.) Inc. Tuckahoe 7, New York 
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187 


346 


246 


cases 


45 


cases 


94 


25 


cases 


long-acting local anesthetic-analgesic 


Clinical experience with EFOCAINE in over 1,000 patients is 
now recorded in the medical literature. This experience, 


for prolonged, non-narcotic control of pain 


in surgery of the head, neck and extremities!.2 


Postoperatively 35 patients required no narcotics, another 24 required only 1 or 2 doses; 
no patient required more than 4 doses. 


in thoracic and upper abdominal surgery and chest pain!.2.3.4 

Postoperative intercostal nerve block with Efocaine allowed patients to breathe deeply 

and cough freely without pain, obviated the need for respiration-depressing 

narcotics —" an effective means of preventing postoperative pulmonary complications.”’4 
-more than 50 blocks for miscellaneous chest pain.. were all successful.’’4 


in lower abdominal surgery!.2 
Convalescence was pleasanter and early ambulation was facilitated 


with Efocaine. In one group of - patients, 87 required no postoperative narcotics, 
and 14] needed only 1 or 2 doses.2 


in anorectal and vaginal surgery. pruritus ani!.2.5.6 

“A dramatic relief of postoperative pain ...in almost every instance... 
postoperative narcotic requirements were virtually eliminated.’’5 

“All of the patients with pruritus ani were benefited by . . . Efocaine.”’6 


following tonsillectomy’ 


“The results... were most dramatic. A high degree of local pain control 
was achieved in every instance.” 


after episiotomy® 


“A high degree of episiotomy pain-relief was obtained ... patient morbidity was greatly 
teduced, and a more pleasant convalescence achieved.” 


in minor and office surgery! 
Relief of postoperative pain was excellent in 76% of the group, good in the remaining 24%. 


summarized above, demonstrates unequivocally sate 
that EFOCAINE achieves at last a long-sought goal in medicine nonoily 
and surgery: prolonged, non-narcotic pain control. aqueous-miscible 
a single injection no vasoconstrictors 


)» produces 6-12 days local anesthesia-analgesia 
» provides dramatic, long-lasting relief of pain 


and Bradshaw, H. H.: A 
J. Kansas M. Soc. 53:230, 
Otolaryng. 56:59, 1952. 8 


» virtually eliminates postoperative narcotics 


1. Ansbro, F. P., and others: fosathedeiney 13:306, 1952. 2.,lason, A. H., and Shaftel, H. E.: 


before the Section on Am Surgeon | of th . American Medical Association, Chicago, Ill., June 10, 2 al Deaton, 
m ats 8: 


% Cone, B. E., and Pallin, I. M.: Am Pract & Digest Treat. 3:739, 


Postoperative Control, 


616, o. 4. Puderbach, W. J., and others: Journal Lancet 72:203, So! 5. Tucker, C. E: 
952. 6. Gross, J M., and gteers: New York State J. Med. 52:1413 ( — 1) 1952 7 Penn, S. E.: Arch. 


lens NE, a depot solution, is supplied in 20-cc. multiple-dose vials. 


available upon request. 


E. FOUGERA & CO., INC. 
75 Varick Street, New York 13, N. Y. 
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diarrhea is encountered, whether in 
adults, children or infants, and regardless of 
severity, Arobon is profitably employed as the 
basic medication. Prepared from specially proc- 
essed carob flour, Arobon provides generous 
amounts of naturally occurring pectin, lignin, 
and hemicellulose. These complex carbohydrates 
exert the very actions required for prompt control 
of diarrhea: They are demulcent, adsorbent, 
soothing, water-binding, antiputrefactive. 


In simple diarrhea of adults, infants and 
children, Arobon usually suffices as the sole 
medication. In infectious diarrhea and the dysen- 
teries, it is a valuable adjuvant to specific therapy. 
Arobon is safe, devoid of side actions, and does 
not interfere with nutrient absorption. 


Simple to Prepare Arobon is simply prepared: The powder is merely 
stirred into milk or water, forming a highly 
palatable drink. Suggested doses: for children 
and adults, 1 to 2 level tablespoonfuls in milk or 
water; for infants, 2 to 4 level teaspoonfuls boiled 
in water. Although containing no chocolate, 
the resulting mixture has a 
palatable, chocolate-like taste 
acceptable to all patients. 


AROBON 
is supplied in 5 ounce 
jars and is available 
through all pharmacies. 


THE NESTLE COMPANY, INC., WHITE PLAINS, NEW YORK 
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ICE CREAM plays an important role in many 
children’s diets because of its nutrient content 
and appetite appeal. 


For normal growth in children the diet 
must supply fat, carbohydrate, protein, 
minerals and vitamins—for energy and for 
building tissues and maintaining body functions. 
It has been found that children’s appetites 
can’t always be depended upon to provide 
enough calories for satisfactory growth.! 


Adequate calories are necessary for both 
“visible growth,’’ measured by gain in weight, and for 
“invisible growth,’’ measured by gains in protein.! 
Increasing the energy intake increases efficiency of 
protein utilization.? Both carbohydrate and fat are 
effective, but fat appears to play a special role in protein 
utilization and improved growth rates.” 


A serving of vanilla ice cream supplies, in addition to energy, nearly one-fourth of the day’s 
riboflavin need for a 7 to 9 year old child, one-fifth of the vitamin A, and more than one-tenth 
of the calcium, as well as some of all the 
other important milk nutrients.* 


High nutritive value plus appetite-tempting 
taste make ice cream a good food for children. 


caconies \Macy, I. G. and Hunscher, H. A. Calories— 
— a limiting factor in the growth of children. 
Proven J. Nutr. 45:189 (Oct.) 1951. 
ah 125; CALCIUM 2Geiger, E. Extra caloric function of 
dietary components in relation to protein utilization. 
| Ee Fed. Proc. 10:670 (Sept.) 1951. 
- ’Dahlberg, A. C. and Loosli, J. K. Nutritive value of 
mm. VITAMIN A commercial ice cream. 
J. Am. Diet. Assn. 24:20 (Jan.) 1948. 


Percent contribution of one ‘ P 2 

serving (% qt.) vanilla ice cream : @—=e This seal indicates that all nutrition state- 

to daily needs for certain : * ments in the advertisement have been found 

nutrients of 7-9 year old child. 4 ; acceptable by the Council on Foods and Nu- 
“am*” trition of the American Medical Association. 


Since 1915 . . . the Na- 

tional Dairy Council, 

a non-profit organiza- 

tion, has been devoted 

NATIONAL DAIRY COUNCIL 


111 NORTH CANAL STREET - CHICAGO 6, ILLINOIS the use of dairy products. 
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For normal growth in children... = 


A 
dyspnea can be treated successfully with oral amino 
phylline in the form of 
ox-Forte Tab! ‘0 .. e with -4 gr. ae 
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for relief of 


ARTHRITIS 


and allied disorders 


BUTAZOLIDIN: 


(brand of phenylbutazone” 


NEW SYNTHETIC NON-HORMONAL 


A totally new concept in management of rheumatic disorders, treatment with 
BUTAZOLIDIN offers a combination of clinical advantages not shared by any other agent. 


Relieves pain in approximately 3 of every 4 cases within a few days of commencing treatment 


Produces functional improvement in many cases by reducing swelling and spasm and increas- 
ing mobility 


Has favorable effect in virtually all forms of arthritis and many types of painful musculo- 
skeletal disorders 


Maintains effectiveness for as long as treatment is continued 


Effective by mouth, thus well adapted to routine use in either bedridden or ambulatory patients 


In order to secure optimal results with minimal risk of side 
reactions physicians are urged to send for the brochure 
“Essential Clinical Data on Butazoiip1n” and other inform- 
ative literature. 


Butazouip1Nn® (brand of phenylbutazone) is available as coated tablets of 200 mg. and 100 mg. 


A selection from the bibliography on BuTAzouipin...(1) Freyberg, R.; Kidd, E. C., and Boyce, K. C.: Studies of 
Butazolidin and Butapyrin in Patients with Rheumatic Diseases. Paper read before the Annual Meeting of the American Rheuma- 
tism Association, Chicago, June 6, 1952. (2) Kuzell, W. C., and others: Phenylbutazone (Butazolidin) in Rheumatoid Arthritis 
and Gout, J.A.M.A. 149 :729, 1952. (3) Kuzell, W. C., and Schaffarzick, R. W.: Butapyrin in Gout, Stanford M. Bull. 9 :194, 1951. 
(4) Kuzell, W. C., and Schaffarzick, R. W.: Phenylbutazone (Butazolidin), Bull. Rheumat. Dis. 3:23, 1952. (5) Kuzell, W. C., 
and Schaffarzick, R. W.: Phenylbutazone (Butazolidin) and Butapyrin in Arthritis and Gout, California Med. 77 :319, 1952. 
(6) Smith, C. H., and Kunz, H. G.: Butazolidin in Rheumatoid Disorders, J. M. Soc. New Jersey 49 :306, 1952. (7) Stein- 
brocker, O., and others: Phenylbutazone Therapy of Arthritis and Other Painful Musculoskeletal Disorders, J.A.M.A. 150 :1087 


1952. (8) Stephens, C. A. L., Jr., and others: Benefits and Toxicity of Phenylbutazone (Butazolidin)® in Rheumatoid Arthritis, 
J.A.M.A, 150 :1084, 1952. 


. GEIGY PHARMACEUTICALS 


eity Division of Geigy Company, Inc., 220 Church St., New York 13, N.Y. 


In Canada: Geigy (Canada) Limited, Montreal 
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No “Belladonna 


BACKFIRE” 


2 


CTIONAL G.I. SPASM 


More and more published clinical studies continue 
to prove that BENT YL provides effective relief from 
pain, cramps, and general discomfort due to func- 
tional G.I. spasm .. . without “‘belladonna backfire.” 


SAFE, DOUBLE-SPASMOLYSIS 


Trade-mark “‘Bentyl” Hydrochloride 


Each capsule or teaspoonful syrup contains: DOSAGE: . 
new eit 10 mg. Adults—2 capsules or 2 teaspoonfuls syrup 3 times daily, 
when sedation is desired before or after meals. If necessary repeat dose at bedtime. 


ES ee 10 mg. In Infant Colic—% to 1 teaspoonful syrup 3 times daily 
before feeding. 


> 
7 
| 
: with this prompt, positive relief of ee 
ig 
Prescr! ‘ \ 25 years 4 
cone 


Gr. 
THOMAS MARTIN 


1. antacid 


Isn’t this too often the missing fourth 
m peptic ulcer therapy? 


KOLANTYL INCLUDES THE IMPORTANT 4th FACTOR 


1. A SUPERIOR ANTACID COMBINATION (magnesium oxide and aluminum hydroxide, 
also a specific antipeptic) . 


2. A SUPERIOR DEMULCENT (methylcellulose, a synthetic mucin) . 


3. A SUPERIOR ANTISPASMODIC (BENTYL Hydrochloride) which provides direct 
smooth muscle and parasympathetic depressant qualities without “belladonna 
backfire.” 


4. INACTIVATION OF LYSOZYME—Laboratory research and clinical studies!.2 indicate 
that lysozyme plays an important role as one of the etiologic agents of peptic ulcer. 
By inhibiting or inactivating lysozyme with sodium lauryl sulfate, KOLANTYL 
includes the important 4th factor toward more complete control of peptic ulcer. 


KOLANTYL 


DOSAGE: 2 Kolantyl tablets or 2 to 4 teaspoonfuls of 
Kolantyl Gel every 3 hours as needed for relief. 


1. Hufford, A. R., Rev. of Gastroenterology, 18:588, 1951 
2. Miller, B. N., J. So. Carolina M. A., 48:1, 1952 


TRADE-MARKS “‘KOLANTYL,” “BENTYL” 


— 
ve 
2 


i 
when patients are 


TRANQUILIZER...RELAXANT...ANTIDEPRESSANT 


TABLETS AND ELIXIR 


TRIPLE-ACTING to produce 


f neuromuscular relaxation and 


Mephenesin 250.0 mg. promote tranquility, thus breaking 


(dibasic } the chain of fatigue, aches and pains. 


Butabarbital 
Bottles of 50, 100, and 1000 tablets. 
Elixir: Bottles of 8 oz. symptoms associated with tension. 


A PRODUCT OF REED & CARNRICK 
A trusted name since 1860 JERSEY CITY 6,N. J. TORONTO, ONT., CAN. 


depression, and the numerous other 
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7) 
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Here is an electrocardiograph 
built to provide the 


you have a rig 


While it is important that your ECG be 
Accepted by the AMA Council on Physical 
Medicine and Rehabilitation, it is of equal 
and perhaps greater consequence to you 
that it also be designed and constructed to 
maintain these performance standards in 
continuous service. 


The VISO-CARDIETTE is designed 
first of all to exceed the Council’s require- 
ments concerning the instrument’s record- 
ing characteristics. And then, the highest 
quality purchasing and production control 
assures the maintaining of that perform- 
ance in each instrument long after it has left 
the factory. 


For example, all purchased components 
selected for use in the Viso are of precision 
instrument quality, and all are chosen for 


their continuity of service rather than their 
initial cost. Also, every component in each 
assembly and every assembly in each 
instrument, as well as the complete instru- 
ment itself, are all thoroughly checked to 
rigid Sanborn specifications as they move 
along the production line. 


In addition, VISO-CARDIETTE con- 
struction is guided by electronic and 
mechanical experts who know from long 
experience that electrocardiography de- 
mands an instrument of only the highest 
quality performance. 


Yes, you can expect Continuity of 
Service with a VISO-CARDIETTE. 
A new booklet, ‘Check Lists for Buyers of ECG’s’ 


offers guidance in evaluating the various instruments 
available. A copy will be sent simply on your request. 


Makers of fine ECG's since 1924 Sanborn Company — 


CAMBRIDGE 39, MASSACHUSETTS 
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You know when... and which... nasal 
instillations are desirable. But, the patient who 
wants relief from a “‘stuffy head” . . . does he 
consider such things as rebound congestion, 
ciliary damage or other hazards of indiscriminate 
self-treatment? 


Novahistine, taken orally, usually reduces nasal 
congestion promptly. It can eliminate use of 
topical applications between office visits and 
“overtreatment” by the patient. 


The vasoconstrictor agent") in Novahistine 
causes no cerebral excitement and does not lose 
effectiveness with repeated dosage. Its 

gestant action is potentiated and 
mented by one of the most effective, 
ic of the histamine antag 


ONG ESTION 


ORAL DOS Each teaspoonful or tablet provides: 
Phenylephrine hydrochloride . 5.0 mg. 
(2) Prophenpyridamine maleate. .13.5 mg. 


RE COM PAN Y 


Division of Allied Laboratories, Inc. «© INDIANAPOLIS, INDIANA 
*TRADEMARK 


a simplonend safer way toc.) 
ar your patient calls 
SS 
| | 
/ 
) 
/ 
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analgesic 


Acetyl-p-aminophenol 
Salicylamide ...... 


anti- depressant 


Raphetamine (racemic amphetamine 
phosphate, monobasic) ............. 2mg. 


relaxing 


Metropine® (methyl! atropine nitrate) 0.5 mg. 
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Provides rapid and effective 
-Strascogesic is exceptionally well 
tolerated and of particular value 
and gripe. Average adult dose, 
ee 


Unusually palatable. No hid to dilute 


Elisctive action. 
Provides essential factors for m 
_hsmopoietic and clinical 

includes a B,, potentiator. 

Simple administration 

Directly from the spoon because - 
degree of palatabili 


Ayerst, McKenna & Harrison Limited 
New York, N. Y. Montreal, Canada 
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_ Each teaspoonful (S cc.) contains: 
Vitamin B,. U.S.P. (crystalline)... 4.0 meg 
of fresh gastric tissue 
Three times daily, or more as required. 
‘ 5302 
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5 se easy to use ...the automatic “Century” Control really monitors 
operation; relieves you of technical worries. 


se dependable . .. identical “Century” settings produce identical 
results time after time — yesterday, today, tomorrow. 


s so trouble-free ...“Century” stamina has been amply proven in 
the experience of thousands and thousands of users the world over. 


° sso handsome ... looks as distinguished as it is. 
0 s are proud of their “Centurys”. 


Definitely the fine x-ray unit in the moderate 
price class... and so widely esteemed that 
there are more Picker “Century” 100 ma units 


actively in use than any other similar apparatus. PICKER X-RAY] CORPORATION 
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The Premier Thyroid Product Exclusively Prepared 


Wj WAR 


a 


thyrar is the entirely new, bovine thyroid 


WY = 


preparation with “isothermic processing” 


as the key to superior product uniform- 


ity. Positive isothermic control at every 


step in manufacture and exclusive use 


of bovine thyroid glands “quick-frozen” 
at the time of removal from the animal 
provide a new, whole-gland prepara- 
tion of highest purity with distinct clinical 


advantages. 


ADVANTAGES oF “*thyrar 


® Greater uniformity 
© Complete efficacy of the whole gland 
® Elimination of unwanted organic matter 


® Chemically assayed and biologically 
tested 


® Standardized equivalent to Thyroid U.S.P. 
® Tasteless 
® New, small-size offers greater patient 


convenience 


HOW SUPPLIED: Tablets of 2, 1 and 2 grains 
in bottles of 100 and 1000. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY e CHICAGO 11, ILLINOIS 


THERAPEUTICS THROUGH BIORESEARCH 


PHYSIOLOGIC 
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ARWOUR 


_ TIME-SAVING DIATHERMY 


ow 


MORE EFFECTIVE, 
EASIER TO ADMINISTER 


Give YOUR patients... 


ji MAXIMAL comfort and satisfaction. 
SYMBOL OF DEPENDABILITY AND PERFORMANCE! POSITIVE therapeutic advantages. 


IN 
ELECTROMEDICAL APPARATUS THESE COME WITH EVERY 


SW660 DIATHERMY 


THE LIEBEL-FLARSHEIM COMPANY 


CINCINNATI 15, OHIO 
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SOLUTION 


INTRAMUSCULAR VERILOID 


Injected deep into the muscle, a 
single dose attains its maximum hy- 
potensive response in 60 to 90 min- 
utes. By repeated injection every 3 
to 6 hours, the blood pressure may 
be kept depressed for hours or days 
if necessary. Solution Intramuscular 
Veriloid provides 1.0 mg. of alka- 
vervir (mixed Veratrum viride alka- 
loids) per cc. of isotonic, buffered 
aqueous solution. 


SOLUTION 


INTRAVENOUS VERILOID 


Given in proper dilution slowly by 
vein, Solution Intravenous Veriloid 
usually reduces both the systolic and 
diastolic blood pressures in a matter 
of minutes—entirely within the con- 
trol of the physician. This valuable 
emergency drug frequently proves 
to be a life-saving measure. Con- 
tains 0.4 mg. of alkavervir (mixed 
Veratrum viride alkaloids) in 0.25 
per cent acetic acid solution. 


THE PARENTERAL SOLUTIONS OF 


Veriloi 


DHARMALY 
ano 
CHEMISTRY 


Acting rapidly in a significantly high 
percentage of patients, the parenteral solu- 
tions of Veriloid afford a positive means of 
reducing critically elevated blood pressure. 
They have been found of great value for 
the relief of the distressing symptoms of 
prolonged, severe blood pressure eleva- 
tion, and in hypertensive emergencies 
when the degree of hypertension assumes 
life-threatening proportions. They are in- 
dicated in hypertensive states accompany- 
ing cerebral vascular disease, malignant 
hypertension, hypertensive crisis (enceph- 
alopathy), toxemias of pregnancy, pre- 
eclampsia, and eclampsia. 


RIKER LABORATORIES, INC. 
8480 BEVERLY BOULEVARD + LOS ANGELES 48, CALIFORNIA 


VERILOID, GENERICALLY DESIGNATED ALKAVERVIR, IS 


® 


— 
SUSTAINED. 
CONTROLLABLE 
ta 
= 
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case briefs from published reports 


“The blood pressure 
reduced ... there 
has been much subjective im- 
provement, and the patient has 
returned to full work.” 


BLOOD PRESSURE (mm. Hg) 


Veriloid is available in 
three dosage forms: 


Veriloid (plain) in 1, 2, and 3 mg. 
scored tablets; starting dosage 9 to 15 
mg. daily, to be adjusted according to 
response and tolerance. 


Veriloid with Phenobarbital (Veriloid- 
VP), each scored tablet presenting Veri- 
loid 2 mg. and phenobarbital 15 mg. 


Veriloid-VPM, each scored tablet con- 
taining Veriloid 2 mg., phenobarbital 15 
mg., and mannitol hexanitrate 10 mg. 
Initial recommended dosage for VP and 
VPM, 1 to 12 tablets t.i.d. or q.i.d. 


5 6 
WEEKS OF TREATMENT 


This male patient, 41 years of age, was given the same dose of 
Veriloid tablets (26 mg. daily) for a period of five months. During 
that time, he was able to resume his normal sedentary occupation at 
full activity. Note the prompt and sustained reduction in diastolic 
pressure and the subsequent good reduction in systolic pressure. 


Not every patient shows this spectacular response to oral Veriloid. 
However, a sufficiently large number do, warranting the administra- 
tion of this hypotensive agent to every patient with elevation of 
blood pressure sufficient to require treatment. 


*Kauntze, R., and Trounce, J.: Treatment of Arterial 
Hypertension with Vériloid, Lancet 2:1002 (Dec. 1) 1951. 


RIKER LABORATORIES, INC. ¢ 8480 BEVERLY BOULEVARD, LOS ANGELES 48, CALIFORNIA 
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‘Terramycin 


BRAND OF OXYTETRACYCLINE HYDROCHLORIDE 


7 


IN PERTUSSIS “The use of Terramycin was considered 
successful in thirty-eight of forty-one 


pertussis patients .... 


“The most significant clinical change noted was the 
shortening of the whoop stage by 8.4 days as compared 
to the control group. The temperature was noted 

to drop rapidly in response to the drug, and there 

was a general lessening in the appearance of toxicity 
fairly soon after the initiation of therapy .... 

The average period of hospitalization was about three 
days shorter than in the control group, and the total 
length of the disease showed a ten-day reduction.”! 


AND 
OTHER RESPIRATORY = ‘Most respiratory infections responded 
INFECTIONS promptly to Terramycin.”? 


“... an effective therapeutic agent in cases of 


respiratory infections due to: D. pneumonia, 

M. pyogenes (Staphylococcus) var. aureus, H. influenza, 
and beta hemolytic streptococci.”* A “drug of 

choice in the treatment of atypical pneumonia in infants 
and children.” 


world’s largest producer of antibiotics 


ANTIBIOTIC DIVISION * CHAS. PFIZER & CO., INC., BROOKLYN, 6, N. Y. 


1, Booher, C. E., et al.: J. Pediat. 38:411 (April) 1951. 

2. Yow, E. M., et al.: Am. Pract. 2:689 (Aug.) 1951. 

3. Potterfield, T. G., and Starkweather, G. A.: J. 
Philadelphia Gen. Hosp. 2:6 (Jan.) 1951. 

4. Graves, F. B., and Ball, W. O.: J. Pediat. 39:155 
(Aug.) 1951. 
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LESS THAN 


per unit 
of Clinical Activity 


Patients at al t every i level can now afford 
either Corticotropin Solution Wilson or Purified Corticotro- 
pin-Gel Wilson. 


For less than 3'2¢ per unit of clinical activity, you can 
prescribe either the stable solution which needs no aqueous 
reconstitution or the highly purified gel which prolongs 
therapeutic action for more than 72 hours in some cases. 


Comicotropin: gel (“or 


wil son SOLUTION 
Supplied in Multiple Dose 5 cc. Viol. item 600—5 cc. viol 40 U.S.P. units per cc. 
warty or sub $6.60 per 200 U. S. P. units 


Wem 540—Each cc. is clinically equivalent to 40 U. $s P. units 
of corticotropin. 
$6.60 per vial of 200 units 


item 980—Eoch cc. is clinically equivalent to 80 U.S.P. units When Ordering or Prescribin 
of corticotropin. 


$12.60 per vial of 400 units Please Specify Item Number. 


THE WILSO ORATORIES 


Department E5, 4221 S. Western Blvd. 
Chicago 9, Illinois 
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BLANKET COVERAGE 


DAPTA 


multivitamin preparation 
for infants and children 


Supplies generous amounts of the vita- 
mins most frequently deficient. 

You may depend on Dapta for sta- 
bility, potency, palatability, miscibility, 
and ready absorption—even to the last 
drop. Dapta has no expiration date... 
refrigeration is unnecessary. 

Supplied: Bottles of 15 and 30 cc. 
with graduated dropper. 


FORMULA, EACH CC.: 


VitaminA . . 10,000 U.S.P. units 
VitaminD . . 2,000 U.S.P. units 


Thiamine 
hydrochloride 


Riboflavin 
Niacinamide 


Vitamin C 
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HEREDITARY 
FACTOR? 


... how many headaches almost defy 
classification—yet have clinical features 


which indicate an underlying 


Ogden* studied the incidence of headache and other factors related 
to headache in a group of 4634 individuals. The following 
graphs are adapted from his findings. 


PERCENTAGE OF HEADACHE ACCORDING TO AGE 


Headaches 
decrease 
regularly 

with advancing 
age. 


PER CENT 0 


AGE 


TO 20 
21-30 
31 — 40 
41-50 
51 — 60 
OVER 60 
NO ANSWER 


PERCENTAGE OF HEADACHE ACCORDING TO EDUCATION 


PER CENT o 
EDUCATION 


100 


COLLEGE GRADUATE 
COLLEGE STUDENT 

HIGH SCHOOL GRADUATE 
GRAMMAR SCHOOL STUDENT 
PART GRAMMAR SCHOOL ED. 
TRADE SCHOOL EDUCATION 
NONE 


PERCENTAGE OF HEADACHE ACCORDING TO OCCUPATION 


There was a 
ficantly 

igher proportion 
with in 
the fessional, 
student, and execu- 
tive groups than in 
the general group. 


PER CENT 0 


10 20 30 40 50 


The proportions 
of college gradu- 
ates, college stu- 
dents, high school 
graduates having 
headaches were 
significantly 
higher than the 
proportion for the 
group as a whole. 


AGRICULTURE 
HOUSEWIFE 
SALESMAN 
CLERICAL 
MANUAL 
EXECUTIVE 
PROFESSIONAL 
STUDENT 


*Ogden, H. D.: J. Allergy 23: 58 (Jan.) 1952. 


the incidence of headache of all types in 
4634 individuals was found to be 3005 
or 64.8% 


a 10 20 30 40 50 60 70 80 90 100 ae 
| 
78.7@ 
74.6@ 
66.5@ 
57.9@ 
47.2@ 
28.6@ 
85.2 
70.4@ 
77.2@ 
70.3@ = 
61.0@ 
44.0@ 
60.9 
38.8@ 
50.0 
69.8$ 
58.8$ 
68.2$ 
55.1@ 
77.3@ 
70.8@ 
80.2 
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In recent years, many valuable reports have dealt with all aspects of the 
headache problem. A thorough probing of the opinion that 

“<.. the majority of headaches have a vascular component...’’* 

has led to the wide and successful use of vasoconstrictors. 


How many of these fail to respond to analgesics—and yet might 
be amenable to treatment with Cafergot? 
@IN A GROUP OF 1,441 PATIENTS SUFFERING FROM 


A VARIETY OF VASCULAR HEADACHES, 83% OBTAINED 
RELIEF FOLLOWING THE ADMINISTRATION OF CAFERGOT. 


NUMBER OF MIGRAINE HISTAMINIC OTHER 
PATIENTS CEPHALALGIA HEADACHES 


G E G E G 
55 6 10 3 5 4 
50 22 1 1 3 


Ol@OINI 


— 


156 1 
16 345 48 
TOTALS 1,441 | 689 1115 | 136 


Code: E— excellent; G — good; P — poor 


*Mueller, R. J.: General Practitioners Digest 2: (Jan.) 1951. 


refe erences: 1. Horton, B. T.; Ryan, R., and Reynolds, J. L.: Proc. Staff Meet., Mayo 
Clin. 23: 105 (March) 1948. 2. Cohen, S. G., and Criep, L. H.: New England J. Med. 
241: 896 (Dec. 8) 1949. 3. Friedman, L. L.: J. M. A. Alabama 19: 137 (Nov.) 1949. 
4. Hansel, F. K.: Ann. Allergy 6: 155 (March-April) 1949. 5. Hilsinger, R. L.: Christ 
Hospital Bulletin 2: 85 (April) 1949. 6. Hilsinger, R. L.: ibid. 7. Ryan, R. E.: Postgrad. 
Med. 5: 330 (April) 1949. 8. Whitelaw, M. J.: Arizona Med. 6: 15 (Dec.) 1949. 9. Reeves, 
J. E.: Am. Pract. 1: 1281 (Dec.) 1950. 10. Ryan, R. E.: J. Missouri M. A. 47: 107 (Feb.) 
1950. 11. Bercel, N.:A.: California Med. 72: 234 (April) 1950. 12. Gotz, A.: J. Michigan 
M. Soc. 50: 880 (Aug.) 1951. 13. Koff, R. and Rome, S.: Digest of Ophthalmology and 
Otolaryngology 13: 435 (May) 1951. 14. Shofstall, C. K., and Shofstall, W. H.: J. Kansas 
M. Soc. 52: 366 (Aug.) 1951. 15. Ryan, R. E.: J. Missouri M. A. 48: 963 (Dec.) 1951. 
16. Friedman, A. P., and von Storch, T. J. C.: J. A. M. A. 145: 1325 (April 28) 1951. 
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Cafergot® may fail to relieve your patient if 
your patient farls to... 


1. Take Cafergot as you prescribe, i.e., 2 tablets at first sign of 
attack followed by 1 tablet doses at 30 minute intervals or 
until head pain is relieved (6 tablets maximum per attack). 


2. Increase the initial dose if it appears that an impending attack 
will be unusually severe. 


3. Report nausea during the attack.t Some patients are inclined 
to blame the medication for their nausea and as a result, will 
fail to follow the physician’s instructions regarding early 
administration. 


tNausea and vomiting are often a component of the migraine syndrome. 
If it is believed that nausea has resulted from ergotamine medication, 
in isolated cases, it can be obviated by administering suitable antispas- 


modics such as belladonna alkaloids. 


for Vascular Headache... 
prescribe Cafergot, N.N.R* 


PRODROMAL 


HEADACHE PHASE 


POSTDROMAL 


Visual and sensory dis- 
turbances give warning 
of attack. 


CAFERGOT 
HIGHLY 


Agonizing unilateral 
headache begins 


CAFERGOT 
EFFECTIVE 


Headache becomes 
generalized and 
gradually subsides. 


CAFERGOT 
NOT 


EFFECTIVE 


EFFECTIVE 
Yahr. | % hr. 


hr. | hr. 


Give 2 tablets at beginning 
of attack; follow by 1 tablet every 
half hour until attack is aborted. (6 maximum.) 


For maximum effectivity with Cafergot,* 
(ergotamine with caffeine) differential 
diagnosis and proper dosage proced- 
ures are essential. 


*Cafergot, N.N.R.-each tablet contains 1 mg. ergotamine tartrate 
and 100 mg. caffeine. 


SANDOZ 


Pharmaceuticals 
DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
NEW YORK 14, NEW YORK 
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For patients with impaired peripheral 
circulation, RONIACOL ELIXIR ‘Roche 
provides a well-tolerated vasodilator 
in tasty, convenient form. Also 
available in tablets, Roniacol 
(beta-pyridyl-carbinol) is especially 


useful for prolonged therapy. 
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Roniacol usually provides effective 
vasodilation without likelihood of 
severe flushes or other side reactions. 


For peripheral vascular disorders and 


for meintenance therapy in angina 


pectoris. 


y 

4 
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Split-thickness grafts. 
Arm at first dressing 
one week after operation. 


To give you 


fine-quality motion-picture records 
with ease and convenience... 


Now, with the Cine-Kodak Royal, you can make superb black- 
and-white or full-color motion pictures as easily as ordinary 
snapshots. And the Royal is capable of a variety of effects, can 
handle a wide range of situations. 


Consider these facts: Cine-Kodak Royal takes film in magazines, 
loads in 3 seconds. Its three-way exposure lever permits normal 
operation and it can be locked in running position or set for single- 
frame exposure for animation, special titles, etc. There are three 
speeds including real slow motion. The enclosed optical finder has 
parallax indicators to show the field covered with standard, wide- 
angle, or any of eight telephoto lenses which magnify subjects as 
much as six times—let you get in close on difficult subjects. 


Accessories include a Focusing Finder to permit through-the- 
lens subject viewing for ultra-precise composition; Cine-Kodak 


Complete line of Kodak Photographic Prod- Lens Spacer Rings for greatly magnified pictures of subjects as 
ucts for the Medical Profession includes: small as % inch. 
cameras and projectors for slides and mo- 


tion-pictures; film—full color and black- Two models: with f/2.8 Kodak Cine Ektanon Lens, $147.50; 


ind-white (including infrared); papers, - : 
ptt with f/1.9 Kodak Cine Ektar Lens, $176.25. Prices are list, in- 


and microfilm. clude Federal Tax and are subject to change without notice. 


For further information see your Kodak photographic dealer or write: 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Serving medical progress through Photography and Radiography 


TRADE-MARK 


: 


THE NEW THERAPY THAT KEEPS FAT MOVING 


LIPOTRIAD presents unusually potent lipotropic and 
oxytropic principles to combat degenerative diseases 
caused by or associated with faulty fat metabolism 
and to offer nutritional support in such conditions. 


Prescribe LIPOTRIAD (Smith) 


1. In cirrhosis of the liver—to help 
return the liver to a measure of 
normal activity. 


2. In diabetes—to ameliorate ar- 
teriosclerotic damage of the 
pancreas. 


3. In kidney disease—to help 
reverse early arteriosclerotic 
changes. 

4. In the geriatric patient—as a 
nutritional corrective. 


5. In atherosclerosis and arterio- 
sclerosis — as an aid in preventing 
further arterial damage. 


Composition: LIPOTRIAD (Smith) is a 
potent, non-toxic, comprehensive mix- 
ture of choline, di-methionine, inosi- 
tol, vitamin By2 and other B-complex 
vitamins. It contains no alcohol or 
sugar, and therefore can be pre- 
scribed ad lib. to diabetics. 


Available as a palatable, red-colored 
liquid or as pink capsules. 


Dosage: 5 cc. or 3 capsules, three 
times daily after meals. 


For complete information about 
LIPOTRIAD (Smith) drop a note 
on your prescription blank to 


CARROLL DUNHAM SMITH PHARMACAL COMPANY 


New Brunswick, New Jersey 
Established 1844 
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THE 


Composition: 

Each Tablet or each teaspoon (5 cc.) 
Chocolate-flavored Suspension of 
Deltamide contains: 


0.167 Gm. 
0.167 Gm. 
Sulfamethazine............ 0.056 Gm. 
Sulfacetamide............. 0.111 Gm. 


Each Tablet or teaspoon (5 cc.) of 
suspension provides 0.5 Gm. of total 
sulfonamides. 


Supplied: Deltamide tablets in 
bottles of 100; Deltamide Suspen- 
sion in 4 oz. and 16 oz. bottles. 


Indicated in infections due to Group 
A hemolytic streptococci, staphylo- 
cocci, pneumococci, meningococci, 
gonococci, and other microorgan- 


isms responsive to sulfonamides. 


1. Lehr, D.: Brit. M. J.: 2: 543-548, 1948. 
2. Lehr, D.: Brit. M. J.: 2: 601, 1950. 


3. Hawking, F., and Lawrence, J. S.: 
The Sulfonamides, New York, Grune 
and Stratton, 1951. 
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FOR GREATER TOLERANCE 


FIRST QUADRI-SULFA MIXTURE 


DELTAMIDE—a quadruple sulfonamide 
tablet and suspension—represents the lat- 
est development in multiple sulfonamide 
therapy. Deltamide utilizes the fact that 
an increase in the number of sulfonamides 
in sulfonamide mixtures provides the sig- 
nificant advantages of greater clinical safety 
with lowered incidence of toxic and allergic 
reactions.|2 


By combining four of the most use- 
ful sulfonamides,? Deltamide is su- 
perior on four counts: 


® Rapid initial absorption 
© Effective blood levels 

© High urinary solubility 
® Very low toxicity 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY CHICAGO 11, ILLINOIS 


—werld-wide Le, 
PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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EUPHASED 


TRADEMARK 


[ D-DESOXYEPHEDRINE HYDROCHLORIDE AND 
ACETYLBROMDIETHYLACETYLCARBAMID 
SCHENLEY 


combines mood-lifting des- 
oxyephedrine (more potent, 
less upsetting, than amphet- 
amine!) with gentle, calming 
Sedamyl* (not a barbiturate) 


for the patient in an 
emotional storm... 


EUPHASED* elevates the \ 
mood without inducing jitters 


for the obesity patient... 


EUPHASED depresses appe- 
tite and makes diet restriction 
more bearable, when given 
one-half hour before meals. 


Supplied: Tablets containing 
2.5 mg. d-desoxyephedrine 
hydrochloride and 0.26 Gm. 
(4 gr.) Sedamyl (acetylbrom- 
diethylacetylcarbamid Schen- 
ley), in bottles of 100. 


1. Douglas, H.S.: West. J. Surg. 59:238, 1951. 


schenley 


SCHENLEY LABORATORIES, INC. 
LAWRENCEBURG * INDIANA 


*Trademark of Schenley Laboratories, Inc, 
©Schenley Laboratories, Inc. 


fa feeling of.well-being... 


ASSURE LONGER LIFE FOR 
YOUR SYRINGES 


A unique B-D molding process eliminates 
the grinding of syringe barrels previously 
needed to achieve required fit. Clear glass, 
unground barrels assure: 

less friction: The microscopically smooth, 
unground surface of the clear glass barrel 
virtually eliminates friction between barrel 
and plunger. 

less erosion: The protective skin of the 
molded glass barrel remains intact, assuring 
less erosion during cleaning and sterilization. 
less breakage: Because they have not 
been weakened by grinding, clear glass 
barrels materially reduce breakage. 


LU E R - LO K° tips further prolong the 


life of B-D Syringes by minimizing tip break- 
_ age. At the same time, LUER-LOK tips pre- 
vent needles from jumping off syringes. 


B-D DYNAFIT® Syringes 


have clear glass, molded barrels, and are 
supplied with either LUER-LOK or Luer 
Metal tips. 


B-D, LUER-LOK, DYNAFIT, T. M. Reg. U.S. Pat. Off. 


Becton, DICKINSON AND COMPANY 
RUTHERFORD, N. J. 
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polyvitamin 
absorption... 


VIFORT is an aqueous 
polyvitamin containing syn-— 
thetic vitamins A and Din small 
particle size plus five B vita-— 
mins; vitamin C; andvitaminE. 
Nofishy taste or odor, 


| ( 
* @ | 
_ ENDO PRODUCTS INC., Richmond N.Y. 


er Office 
Hours with 


Medical 
Detective 


The Case of the 


UNKISSABLE LIPS 


pm often casts a fragile pattern. Whereas cos- 
metics have historically been used to enhance 
appearance and attract the opposite sex, here is a 
case in which a romance almost foundered over so 
trivial an object as a lipstick. 

One morning, a very unhappy young lady pre- 
sented herself in the office. A single glance was 
enough to ascertain the cause of her complaint, for 
her lips were swollen beyond normal proportions, 
they were fissured about the corners, and there was 
a dry exfoliation about the margins. She complained 
of intense burning and itching. 


The situation was complicated by the fact that 
the young lady was expecting to be married shortly, 
but the swain, suspecting a more gross etiology, had 
cooled in his ardor. And quite naturally. 


The patient was considerably reassured after 
physical and laboratory examinations were reported 
negative. Next, the history of a well rounded diet, 
and the lack of a characteristic glossitis ruled out 
possibility of a riboflavin deficiency. Next, it was 
ascertained that the condition was not traceable to 
trauma from lip biting, was not a drug eruption, nor 
due to eczema, lichen planus, or bullous erythema 


multiforme. It apparently settled down to a frank 
contact dermatosis. The next step was to attempt 
to determine the specific allergen or allergens. 


In searching for the allergen or allergens, many 
substances were suspect. Medical literature reports 
many cases of allergy to such common substances as 
tooth pastes, denture creams, mouth washes, cigar- 
ette holders, cold, sunlight, etc. 


The resolving clue, however, came from the pa- 
tient herself, when she revealed that she had recent- 
ly changed her brand of lipstick to one of the popu- 
lar “permanent” and “non-smearing” types. Such 
lipsticks contain increased amounts of dyes of the 
dibromfluorescein, tribromfluorescein, or tetrabrom- 
fluorescein type. What they actually do is to provide 
a temporary dying of the skin on the lips—a process 
which, for most women, is apparently harmless, but 


Dermatitis of the lips may result from ex- 
cessive licking of the lips, biting the lips, an 
eczema, infection, vitamin deficiency, fever, 
exposure to sun, cold or dry air, or an aller- 
gy. Perhaps the commonest cause of all is 
LIPSTICKS. Lipstick cheilitis is fairly com- 
mon in women, and has been observed in 
men—from kissing. The diagnestic proce- 
dure in one case, and the treatment pre- 
scribed are here reported by your Medical 
Detective. 


which, for an increasing number, causes a severe 
cheilitis. 

The prescription in this case was simple—a 
change to AR-EX Special Formula (Non-Permanent) 
Lipstick. This is an especially fine lipstick for use in 
allergic cases because it contains no dyes, but 
achieves its shades by means of certified lake colors 
(pigments). Thus, the drying or irritating effects of 
the dyes are avoided. 

Within two weeks, the lips had cleared completely, 
and the romance was saved. 


THE MEDICAL DETECTIVE® 


In trom LIPSTICK 


PRESCRIBE 


Intractable exfoliative lip dermatoses may often be traced to eosin 
lipstick dyes. Remove the offending irritants, and the symptoms 
often disappear. In lipstick hypersensitivity, prescribe AR-EX NON- 
PERMANENT LIPSTICK—so cosmetically desirable. 


Send for Free Formulary. 


AR-EX COSMETICS, INC. 


1036 W. VAN BUREN ST. CHICAGO 7, ILL. 
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uterine spasm: in each Tablet, Capsule, 
or 5 cc. of Elixir—hyoscyamine sulfate 


obarbital (% gr.) 16.2mg. 
o Donnatal Plus —Tablets, same 


for the patient in the double grip of 


PAIN and of EMO 


Phenaphen with 


— me Codeine ‘Robins’, through the multiple Phenaphen — In each capsule — 


Phenobarbital 16.2 mg. (“% gr.) 


— maximum sofe analgesia... with 
oS. Hyoscyamine Sulfate 0.031 mg. ('/2990 gr-) 


equally essential control of the 


entire pain-reaction pattern. G ») Phenaphen with Codeine Phosphate Y/ Gr. 


(Phenaphen No. 2) 
A. H. ROBINS CO., INC. 
RICHMOND 20, VIRGINIA 


Phenaphen with Codeine Phosphate 2 Gr. 
(Phenaphen No. 3) 
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in headache 


prompt...prolonged...prescribed pain relief 


APAMIDE 


TRADEMARK 
(N-acetyl-p-aminophenol, Ames, 0.3 Gm.) 


analgesic-antipyretic 


acts within minutes — no analgesic lag 
pain relief for as long as 4 hours 

wide margin of therapeutic safety 
notably free from side effects 


pain relief plus sedation 


APROMAL 


TRADEMARK 
(N-acetyl-p-aminophenol and acetylcarbromal, Ames, 0.15 Gm. each) 


analgesic-sedative 


non-narcotic and non-barbiturate 
potentiated effect with minimal dosage 
mild sedation for daytime use 


Apamide and Apromal are prescription-protected. Dosage 
and duration of treatment are controlled by you. Par- 
ticularly valuable in those patients who cannot tolerate the 
salicylates. Average adult dose: 1 tablet every 4 hours, 
or as required. Bottles of 100. Samples and literature 
upon request. 


AMES 


COMPANY, INC., ELKHART, INDIANA /\ Company of Canada, Ltd., Toronto 
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a sounder basis 
for the treatment of skin disorders... 


NEW 
Prophyllin Wet Dressing 


avoids treatment dermatitis 


Wet dressings are highly recommended for their marked 
freedom from irritation and their beneficial effect in a wide 
variety of dermatoses. Now, PROPHYLLIN provides sodium 
propionate and water-soluble chlorophyll to increase the 
safety and efficacy of this preferred mode of therapy. 


¢ more physiologic 

* nonastringent, nontoxic 

* nonirritating, nonsensitizing 

* relieves itching and irritation 

¢ mildly bacteriostatic and fungistatic 


...as condition improves 
the benefits of PRopHYLLIN Wet 
Dressing can be maintained by prescribing 
PROPHYLLIN OINTMENT 


PropHyYLuin Powder, for 4-0z. and 16-oz. jars. Note: 
preparation of wet dressings, When dissolved, PROPHYLLIN 
in cartons of 12 packets. is free of propionate odor. 
Each packet contains 

2.3 gm. powder, sufficient PRopPHYLLIN Ointment, 

to prepare 8 ounces of 144-02. and 4-oz. tubes. 
solution containing PrRoPHYLLIN Ointment 

1 per cent sodium propionate _ contains 5 per cent sodium 
and 0.0025 per cent water- propionate and 0.0125 per cent 
soluble chlorophyll. Also water-soluble chlorophyll. 
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RHINALGAN: 


INFANTS—es spray or 


_ FORMULA: Desoxyephedrine Saccharin- 

ete 0.50% w/y in an isotonic aqueous 
solution with 0.02% 
_ saccharin, Flavored. pH 6.4. 


Alyea, O. W. As 
Fox, Ls AMA Arch. Otolaryn., 


. Molemut, N., and Harber, A.: N.Y. Phys. 


E., (Lt. Col. Research 


USAF School 


NEW 0-TOS-MO-SAN 


@ Specific in Suppurative Ear 
Infections (Acute and Chronic) 


RESPIRATION 


PREGNANCY - THYROID 
and HYPERTENSION CASES 
Authoritative Proof sent on request. 


ENTIRELY FREE OF SIDE-EFFECTS ... no | 
cumulative action . . . no overdosage 
problem . acts quickly .. . effective for 
prolonged periods . . . non-toxic... pleas- 


ant... efficient. 


Supplied in: THE DOHONY SPRAY-O-MIZER 
(Combination Spray and Dropper) 


Also for Office and Hospital use in Pint bottles. 
(Tampon or Spray) 


Available on YOUR prescription only! 


For Safety vse RHINALGAN 


AURALGAN 


after 40 years—STILL the 
auralgesic and decongestant 


MLGANALiquild for Symptomatic Relief in: 
Hemorrhoids, Pruritus, Perineal Suturing 
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Ne you may choose specific therapy \ 


from this complete iron line 


Feosol* Hematonic the new, five-factor blood-building preparation 
Feosol* Tablets the standard iron therapy 
Feosol® Elixir the outstanding liquid iron preparation 
Feosol Plus® the ideal iron-liver-vitamin formula i 


Feojectin®™ the safe, rapid-action intravenous iron 


the most positive treatments for the most common deficiencies 


Smith, Kline G French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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FEOSOL 


fills your every need for effective iron therapy 


‘for the treatment of microcytic and most macrocytic anemias. 

The recommended daily dosage (3 tablets) delivers: ferrous sulfate, 
‘FEOSOL HEMATONIC’  exsiccated, 600 mg.; vitamin 36 meg.; gastric substance, 

containing intrinsic factor, 300 mg.; folic acid, 3 mg.; and 

ascorbic acid, 150 mg. 


for simple iron-deficiency anemia. Each tablet contains 3 gr. 

‘FEOSOL’ TABLETS of exsiccated ferrous sulfate—equivalent to 5 gr. (0.3 Gm.) of 
crystalline ferrous sulfate. Recommended dosage: One tablet 
three to four times daily, after meals and upon retiring. 


for iron-deficiency anemias of infancy and childhood, and for 
, . adults who prefer a palatable liquid medication. May also be 
FEOSOL’ ELIXIR employed as a light, easily tolerated iron tonic for convalescents 
or the aged. Two teaspoonfuls provide 5 gr. of ferrous sulfate. 


for iron-deficiency anemias where additional nutritional support 

is needed. The suggested daily dosage (3 capsules) supplies: 
FEOSOL PLUS* ferrous sulfate, exsiccated, 600 mg.; desiccated liver, N.F., 

975 mg.; vitamin B,», 5.1 meg.; folic acid, 1.2 mg.; thiamine, 

6.0 mg.; riboflavin, 6.0 mg.; nicotinic acid, 30.0 mg.; pyridoxine, 

3.0 mg.; ascorbic acid, 150 mg.; pantothenic acid, 6.0 mg. 


for clear-cut iron-deficiency anemias when a prompt response 
is mandatory and/or oral administration is, for other reasons, 

FEOJECTIN* = not feasible. Each 5 cc. ampul contains saccharated iron oxide 
equivalent to 100 mg. of elemental iron, or 20 mg./cc. for 
intravenous administration. 


Smith, Kline @ French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 


| 
| 
3 
‘ 
i 
| 
f 
N 4 
> 
4 


For effective control of 
OPHTHALMIC INFECTIONS: 


FURACIN 


In stable, nonirritating dosage forms: 
FURACIN OPHTHALMIC LIQUID & OINTMENT 


Furacin proved effective in 88% of 247 pa- 
wide antibacterial spectrum 


tients with external ophthalmic bacterial infec- * designed for external use only 
tions. Conditions treated successfully included * effective in the presence of pus 
conjunctivitis, blepharitis, corneal ulcer, kera- 


References: 1. Brennan, J. W.: Am. J. 


iti iti Ophth. 35: 1343, 1952. + 2. Pritikin, R. 
titis and dacryocystitis. There was no retarda internat. Coll. Surg, 17:234, 1952." —and 
H H H Duchon, M. L.: Mil. Surgeon 109:706, 1951. 
tion of healing of corneal lesions(1). 
Other clinicians recommend Furacin espe- 166:309, 1951. 
cially for staphylococcic conjunctivitis and 


Formulae: Furacin Ophthalmic Liquid 
abscesses of the lids and for corneal ulcers(2). contains Furacia 0.02% @ brand of aitro- 
furazone N.N.R. dissolved in an isotonic 
aqueous solution. % oz. bottle. 

Furacin Ophthalmic Ointment contains 
Furacin 1% in a petrolatum type base. 
Ye oz. tube. 


Literature on request 


NORWICH NEW YORE 


OTHER DOSAGE FORMS OF FURACIN INCLUDE: 
FURACIN SOLUBLE POWDER * FURACIN VAGINAL SUPPOSITORIES “ FURACIN 
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‘Around the conference table... ULCER INCIDENCE IS HIGH 


Among agents for treating the peptic ulcer pa- 
tient, AMPHOJEL has earned high priority. 
AMPHOJEL is unique in that it combines two 
distinct aluminum hydroxide gels. One is ex- 
tremely reactive, and acts quickly to decrease 
gastric acidity. The demulcent component, rela- 
tively nonreactive, combines with gastric mucin 
to form a viscous, protective coagulum. The com- Wyeth offers a complete 
bination in AMPHOJEL thus affords two-way pro- peptic ulcer service 
tection—it relieves pain and promotes healing. to physicians. 
FILMS e LITERATURE » MEDICATION 


AMPHOJEL* 


AMPHOJEL without flavor 
Aluminum Hydroxide Gel, Alumina Gel AMPHOJEL Tablets 


Wijeth PHOSPHALJEL® 
® 


(Aluminum Phosphate Gel) — 
for marginal ulcer 


® 
Philadelphia 2, Pa. 
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RYTHROMYCIN, LI 


The 
THOUGHT 


staphylococcus 


infections 


in 100-mg. 
specially coated 
tablets 
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‘““where the liver is damaged 


administration of 


LIPOTROPICS 


is indicated’’* 


IN GERIATRIC PATIENTS 

“There is no doubt that many persons, especially those 
of advanced age, have functional and structural hepatic 
alterations. Many times the hepatic deficiency is but 

slightly apparent or nonapparent....”! 


IN OBESE PATIENTS 
‘The present study indicates the uniform presence of liver 
damage in human obesity as manifested by liver function 
tests and biopsies.”? 


Lipotropic therapy combats fatty infiltration of the liver 
and helps restore normal hepatic function. 


LAKESIDE LIPOTROPICS..three forms for 


optimal dosage and individualized therapy 


1. Pollak, O. J.: Delaware State M. J. 24:157, 1952. 
2. Zelman, S.: Arch. Int. Med. 90:141, 1952. 


For massive dosage; 
highly palatable, a i 
sugar-free vehicle. ey High dosage capsule 


LIPOLIQUID LIPOCAPS® 


Each tablespoonful (15 cc.) contains: Each orange capsule contains: 


Choline* (equivalent to Choline bitartrate . . 450mg. 


9.15 Gm. of choline di-Methionine . . . 150mg. 
dihydrogen citrate) Gm. Inositol . . . 100mg. 


Vitamin B,2U.S.P, 20 mcg. 
Inositol . . 75.00 Bottles of 100. 

*As tricholine citrate. Dosage: One capsule three 
Pint bottles. times daily. 
Dosage: 1 to 2 tablespoonfuls 

daily for adults. 


ees. For moderate dosage and 
supplementation 


LIPOTROPIC CAPSULES 


KESIDE) 
Each pink capsule contains: 
Choline dihydrogen citrate 200 mg. 
di-Methionine . . . . 100mg. 
Inositol . « - 100mg. 
Bottles of 100. 
Dosage: 1 or 2 capsules three 

times daily. 


» INC., MILWAUKEE 1, WISCONSIN 
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oral diuretic without equal 


“,.. superior ...in promoting sodium and water excretion.”! 

“... three-fourths the diuretic action of the standard 
[meralluride by injection]...”2 

“ ..a valuable substance to replace parenteral diuretics 
in patients who require continuous 
diuretic medication.” 


NEOHYDRIN 


THE DIURETIC TABLETS THAT WORK 


IKE AN INJECTIO 


J 


1. Moyer, J. H., and Handley, C. A.: Federation Proc. 11:378, 1952. 
2. Greiner, T.; Gold, H.; Warshaw, L.; Palumbo, F.; Weaver, J.; Mathes, S., 
and Marsh, R.: Federation Proc. 11:352, 1952. 


3. Goldman, B. R., and Steigmann, F:: J. Lab. & Clin. Med. 40:803, 1952. 


how to use this new drug 


Maintenance of the edema-free state has been accomplished with 
as little as one or two NEOHYDRIN Tablets a day. Often this dos- 
age of NEOHYDRIN will obtain per week an effect comparable to a 
weekly injection of MERCUHYDRIN.® When more intensive ther- 
apy is required one or two tablets three times daily may be 
prescribed as determined by the physician. 
Gradual attainment of intensive therapy is recommended to 
preclude gastrointestinal upset which may occur in occa- 
sional patients with immediate high dosage. In rare 
instances a sensitivity to NEOHYDRIN may arise. Though 
sustained, the onset of NEOHYDRIN diuresis is gradual. 
Injections of MERCUHYDRIN will be initially necessary 
in acute severe decompensation. 
Contraindicated in acute nephritis and nephrosclerosis. 


Any patient receiving a diuretic should ingest daily 

a glass of orange juice or other supplementary 

7 source of potassium. Any patient receiving a 
4 diuretic should be watched for signs of deple- 
tion in sodium and chlorides especially 
in hot weather. Such depletion may 
first manifest itself as a refractivity 
to the diuretic and can be corrected 
by ingestion of sodium chloride. 


packaging 

Bottles of 50 tablets. 
There are 18.3 mg. of 
3-chloromercuri-2- 
methoxy-propyl- 
urea in each tablet. 
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LIQUID 


CAPSULES 


MEJALIN 


For more complete effectiveness in vitamin 
B complex supplementation, Mejalin supplies 
all cleven of the identified B vitamins in well bal- 
anced amounts. Liver is added for its contribu- 
tion of other B vitamins. Iron is included since 
B complex-deficient diets are often iron- 
deficient also. 

This broad spectrum supplement is useful 
in such conditions as childhood anorexia, 
stress periods, e.g., adolescence and pregnan- 
cy, prolonged antibiotic therapy, restricted 
diets, convalescence and liver disease, and in 
many other instances where vitamin B complex 
deficiency is present or may develop. 


Mejalia 


the 
BROAD 
SPECTRUM 


vitamin B 


com pl ex 


su plement 


Mejalin is supplied in two exceptionally 
pleasant dosage forms: Liquid—infants 
and children like the appetizing candy- 
like flavor; Capsules—usually preferred 
by adolescents and adults. 


Each teaspoon (5 cc.) of Mejalin Liquid 
and each Mejalin Capsule supplies: 


Thiamine hydrochloride 
Riboflavin 


0.02 mg. 
Para-aminobenzoic acid......... 0.5 mg. 
Liver fraction* 


*Mejalin Liquid contains panthenol and soluble liver 
fraction N.F.; Mejalin Capsules contain calcium 
pantothenate and desiccated liver N.F The 7.5 mg. 
of elemental iron is provided by ferrous sulfate. 


MEJALIN 


MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 
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Pyridoxine hydrochloride........0.2 mg. 
Vitamin Bia(crystalline). ......0.33 meg. 
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Digest of a brochure on 


Regitine® 


(brand of phentolamine) 


For diagnosis of pheochromocytoma 
For peripheral vascular disorders 
For hypertensive crises 


Regitine is a potent antiadrenergic agent whose speci- 
ficity permits ready diagnosis of pheochromocytoma. This 
tumor in most instances arises from the adrenal medulla 
and discharges excessive amounts of epinephrine and nor- 
epinephrine into the blood stream, thus causing sustained 
or paroxysmal hypertension. Recent investigations have 
proved that pheochromocytoma occurs with such fre- 
quency that the possible presence of such a tumor should 
be excluded whenever the problem of hypertension pre- 
sents itself. 


Regitine is useful also in the medical management of 
patients with pheochromocytoma to prevent paroxysmal 


Comprehensive literature is available on request from the 
Ciba Medical Service Division 


attacks during any period of necessary postponement of 
surgical treatment.':* In the preoperative preparation of 
the patient and during the actual removal of the tumor, 
Regitine can prevent and control hypertensive episodes 
which may occur as a result of stress and manipulation of 
the tumor.!># 

Because of the marked adrenolytic and sympatholytic 
effects of Regitine, it is a valuable adjunct in the therapy 
of peripheral vascular disease in which vasospasm is a 
predominant feature.* 


CHEMISTRY 


Regitine base is a white, crystalline compound with a 
melting point of 174°-175°C. and has the following 
structural formula: 


N — CH2 


N—CH2 
NH — CH2 


HO 
2-[ (m-Hydroxy-N-p-tolylanilino )-methy] ]-2-imidazoline 
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It is available in lyophilized form for intramuscular or 
intravenous use as the methanesulfonate salt in vials con- 
taining 5 mg. Regitine methanesulfonate stable indefi- 
nitely in lyophilized form but only for six months when in 
solution. The methanesulfonate salt was chosen because 
of its ready solubility in sterile distilled water. Regitine 
methanesulfonate is a white, crystalline preparation with 
a melting point of 175°-180° C. 


Regitine for oral use is available as the hydrochloride 
salt in 50-mg. tablets. The melting point of this salt is 
238°-242°C. 


PHARMACOLOGY 


Regitine exhibits adrenergic blocking effects in man 
and experimental animals. It has been shown to be a 
potent, relatively nontoxic adrenergic blocking agent, 
whether administered orally or parenterally. Experimen- 
tally, Regitine blocks the peripheral effects associated with 
electrical stimulation of sympathetic nerves and in com- 
paratively small doses it effectively reverses the hyperten- 
sive action of injected epinephrine and suppresses the 
pressor response to norepinephrine. This antiadrenergic 
action is the basis of its diagnostic and therapeutic use in 
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pheochromocytoma, a tumor which characteristically gives 
rise to excessive circulating epinephrine and/or norepi- 
nephrine. Smaller amounts of Regitine effectively block 
the pressor activity of epinephrine and norepinephrine for 
longer periods than piperoxan, therefore making possible 


the safe and convenient test for pheochromocytoma. 


In addition, Regitine, in adequate dosage, increases 
blood flow to extremities in peripheral vascular disease by 
virtue of its (1) adrenolytic (antiadrenergic) effect, block- 
ing the vasoconstrictive action of circulating epinephrine 
and/or norepinephrine, and (2) sympatholytic (anti- 
adrenergic) effect, probably at the terminations of the 
sympathetic nerves in vascular muscle (and other areas) so 
that the vasoconstricting excitatory process is not com- 
pleted. Little, if any, direct vasodilating effect on the vessel 
wall is exerted by Regitine. 


DIAGNOSIS OF PHEOCHROMOCYTOMA 


Regitine Preferred for Routine Testing 


Routine use of Regitine as the testing agent of choice in 


hypertension possibly due to pheochromocytoma has been 
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recommended by Grimson and his associates, because of 
the simplicity of the test, the minimal side effects, and 
the easily recognizable, long-lasting reduction in blood 
pressure typically occurring in a positive test. 


The Test with Regitine is Accurate 


The test with Regitine is distinguished by its specificity, 
in contrast to other test procedures.’ In the absence of 
uremia and sedation, a positive response is highly sug- 
gestive of the presence of a pheochromocytoma. Even so, 
it should be remembered that no single test is infallible in 
the diagnosis of these tumors. 


The response to Regitine given either intramuscularly 
or intravenously is almost invariably sharply defined when 
a chromaffin cell tumor is present. The hypotension thus 
induced is marked and persists for about one-half hour, 
whereas a positive reaction to the piperoxan test may be 
so slight and evanescent as to escape detection. The unde- 
sirable paradoxical increase in blood pressure occasionally 
occurring after administration of other adrenolytic com- 
pounds is very rare after injecting Regitine. 
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The Test with Regitine is Simple 


No other test is as simple and convenient. The test can be 
readily performed in every physician’s office, within less 
than an hour. The injection is quickly and easily made. 
The difficulties of infusion as with piperoxan are avoided. 
Blood pressure determinations need not be hurried: the 
decrease usually persists for 10 to 30 minutes. 


The Test with Regitine is Unusually Safe 


The test with Regitine is distinguished by its safety. The 
side effects are of relatively minor importance, in contrast 
with the reactions not infrequently encountered with 
other drugs used in diagnostic tests. 


Indications for the Test with Regitine 


The following clinical manifestations should arouse suspi- 
cion of the presence of a pheochromocytoma: 
I. Curonic Hypertension, particularly when associ- 
ated with a high basal metabolic rate, hyperglycemia, 
and tachycardia. 


If a chromaffin cell tumor is present; paroxysmal 
symptoms may or may not be a prominent feature 
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Il. 


Il. 


IV. 


of the clinical picture which may mimic that of essen- 
tial or malignant hypertension, hyperthyroidism, or 
diabetes mellitus. 


ParoxysMAL HyPerTENSIvE EPIsoDEs in normoten- 
sive patients, with headache, palpitation, epigastric 
or substernal distress, nausea, vomiting, sweating, 
pallor or flushing, and angiospastic —— in the 
extremities. 


SuppEN SEVERE HYPERTENSION in a normotensive 
or hypertensive patient during the course of anes- 
thesia or an operative procedure. 


HyperTENSION IN CHILDREN oR YouNG ADULTS, 
especially in the absence of severe renal disease, 
should be considered suggestive of pheochromo- 
cytoma. 


How to Test for Pheochromocytoma 
with Regitine 


1. Sedation for 24 hours prior to the test is to be avoided. 


2. Basal blood pressure is determined, the patient resting 
in a supine position until blood pressure is stabilized. 
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3. The blood pressure rise following introduction of the 
needle is allowed to subside to within 3 or 4 mm. of 
the basal level before injection of Regitine. 


4- In adults, 5 mg. of Regitine is injected intramuscularly 
or intravenously. In children, 1 mg. is injected intrave- 
nously or 3 mg. intramuscularly. 


5. Determination of blood pressure after Regitine intrave- 
nously is made at 30-second intervals for 3 minutes, 


then every 60 seconds for seven more minutes. After 
intramuscular injection of Regitine, the determination 
need not be made more often than at 5-minute intervals 
for 30 minutes. 


Positive Response: A Prompt, Marked Drop 
in Both Systolic and Diastolic Pressure 


The typical response to Regitine in a patient having 
a pheochromocytoma which is discharging epinephrine 
and/or norepinephrine: 


Tay 
8 


INTRAMUSCULAR TEST INTRAVENOUS TEST 


Maximal Depressor Effect 
Appears within about Appears within about 
20 min. 2 min. 


Duration of Maximal Effect 


About 30 min. About 10 to 15 min., but 
may be only 24% min. 


Extent of Decline 


Systolic: Systolic: 

More than 35 mm. Hg* More than 35 mm. Hg 
Diastolic: Diastolic: 

More than 25 mm. Mg More than 25 mm. Hg 


*Usually more than 60 mm. 


Negative Response 


(a) No change in blood pressure. 
(b) A slight or moderate rise in blood pressure (8 to 
10 mm. Hg). 


(ce) A slight reduction in blood pressure (usually 
less than 35 mm. Hg systolic and 25 mm. Hg 
diastolic). 
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“False Positive” Response 


A “false positive” response has been reported in patients 
with uremia and in those who have received sedatives 
prior to the test dose. Rarely, under conditions still unde- 
termined, a reduction in blood pressure greater than 35 
mm. systolic and 25 mm. diastolic may occur in the 
absence of a pheochromocytoma. 


“False Negative” Response 


**False negative” responses are rare but may occur: 


— —- 


(a) If, at the time of the injection, the tumor is not 
discharging sufficient epinephrine or norepineph- 
rine to elevate or sustain an elevation of blood 
pressure. 


(b) If essential hypertension coexists with pheochro- 
mocytoma, the intramuscular test may not cause 
a marked fall in blood pressure. Clinical findings 
usually indicate need for further tests. In subse- 
quent tests, Regitine should be administered 
intravenously. 


No Serious Side Effects of the Test 


The only undesirable effect associated with the intramus- 
cular injection of the test dose of Regitine (5 mg. in 
adults, or 3 mg. in children) has been moderate or slight 
tachycardia. The same test doses given intravenously have 
caused tachycardia and in rare instances weakness, dizzi- 
ness, or flushing. None of these side effects has been 
considered serious by clinicians who have employed the 
test extensively. 


TREATMENT OF PHEOCHROMOCYTOMA 


The treatment of pheochromocytoma is excision of the 
tumor, a practical procedure in most patients. Oral and/or 
parenteral Regitine is useful to prevent paroxysmal attacks 
during any period of necessary postponement of surgical 
treatment.‘ In the preoperative preparation of the patient 
and during the actual removal of the tumor, Regitine can 
prevent and control hypertensive episodes which may 
occur at such times as a result of stress and manipulation 
of the tumor.'* Orally effective Regitine hydrochloride 
is supplied as tablets for oral administration only. 
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Medical Treatment Prior to Operation 


When the patient’s status or other conditions necessitate 
postponement of operation, the oral use of Regitine not 
only permits satisfactory control of symptoms and prevents 
paroxysmal episodes but also rather promptly effects 
marked improvement.* Thus, effective adrenergic block- 
age is equivalent to the temporary removal of the cause 
of symptoms. 


Iseri, Henderson, and Derr used oral Regitine for 
actual treatment of pheochromocytoma with sustained 
hypertension. Within 29 days, Regitine “reduced the 
patient’s blood pressure satisfactorily and led to specific 
clinical improvement,” as follows: 


“The patient improved markedly under oral Regitine 
management. Headaches and papilledema disappeared, 
vision improved considerably, and the soft exudates and 
hemorrhages partially resorbed. The arterioles were defi- 
nitely less spastic than before. Abdominal pains and vom- 
iting, which were present during the first two days after 
admission, never recurred. Electrocardiograms became 
normal.” 
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Control of Blood Pressure During Surgery 


The use of Regitine is indicated preoperatively and during 
surgical removal of pheochromocytoma to prevent parox- 
ysms of hypertension, extreme tachycardia, respiratory 
depression, and other effects of discharge of epinephrine 
and/or norepinephrine from the tumor tissue as a result 
of emotional stress, anesthesia, or surgical manipulation 
of the 


Dosage and Administration. (1) Preoperative Use — 
An injection of 5 mg. of Regitine is given intramuscularly 
or intravenously to an adult patient one to two hours 
before the operation and repeated if necessary to reduce 
blood pressure toward normal, effect general improvement 
of the patient, and prevent a paroxysm due to anesthesia 
or emotional stress. For children, the dose is 1 mg. intrave- 
nously or 3 mg. intramuscularly. 


(2) Use During Operation — Whenever the blood 
pressure begins to rise as a result of manipulation of the 
tumor or stress, Regitine is given intravenously, in doses 
of 5 mg. to adults and 1 mg. to children. Regitine injection 
is repeated as indicated by the patient’s blood pressure 


level. 
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THERAPY OF PERIPHERAL 
VASCULAR DISEASE 


Regitine, having adrenergic blocking (adrenolytic and 
sympatholytic) effects, has been found a valuable adjunct 
in the therapy of peripheral vascular disease in which a 
spastic factor is prominent, as in acrocyanosis, causalgia, 
Raynaud’s disease, and the sequelae of frostbite. It is also 
of considerable value in the treatment of other vascular 
disorders when spasm is present in association with organic 
changes. Thus, favorable responses have been effected 
by Regitine in patients with arteriosclerosis obliterans, 
Buerger’s disease, diabetic arteriosclerosis (ulcers and gan- 
grene), endarteritis, and ulcers of the extremities (throm- 
botic, traumatic, arteriosclerotic ). 


USE IN HYPERTENSIVE EMERGENCIES 


Because Regitine has definite hypotensive capacity at 
higher dosage levels than required for diagnosing pheo- 
chromocytoma, it is of value in reducing blood pressure 
and ameliorating symptoms in the temporary treatment 
of severe hypertension, including hypertensive crises. 
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DOSAGE AND ADMINISTRATION 


Diagnostic Test for Pheochromocytoma 


In adults the suggested dose is 5 mg. given either intra- 
muscularly or intravenously. In children, smaller amounts 
are adequate, 1 mg. intravenously or 3 mg. intramus- 
cularly. 


Preoperative and Operative Use 


To prevent anesthetic-induced paroxysms 5 mg. is given 
intramuscularly or intravenously to adults one to two hours 
before the surgical removal of pheochromocytoma. In 
children the dose is 1 mg. intravenously or 3 mg. intra- 
muscularly. During the actual surgical removal, intrave- 
nous administration of Regitine, 5 mg. in adults and 1 mg. 
in children, may be utilized whenever the blood pressure 
rises due to manipulation or stress. Repeated injections 
may be required during the operative procedure. 


Oral Administration 


Regitine may be given orally for control and prevention 
of blood pressure increases in patients with pheochromo- 
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cytoma until surgical removal can be accomplished. In 
peripheral vascular diseases and in hypertensive crises, 
Regitine is also effective. The usual dosage is 50 mg. 
(1 tablet) 4-6 times daily in adults. Larger doses (100 
mg.) may be necessary especially in more severe cases of 
peripheral vascular disease and hypertension. In children, 
the usual dosage is 25 mg. (% tablet) 4-6 times daily. 


SIDE EFFECTS 


Injectable 


Tachycardia is the only side effect reported in the diag- 
nostic test, using 5 mg. intramuscularly. When given 
intravenously, tachycardia as well as dizziness, weakness 
and flushing have occurred, but these side effects have not 
been considered serious. 


Oral 


The administration of 50- to 100-mg. doses of Regitine 
orally may cause untoward symptoms as tachycardia, ortho- 
static hypotension, nasal stuffiness and gastrointestinal dis- 
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turbances such as nausea, vomiting, and diarrhea. With- 
drawal of medication is not always necessary as a reduction 
in dosage is frequently followed by a disappearance of 


symptoms. 


SUPPLIED AS 


Ampuls: For .intramuscular or intravenous use. Each 
ampul contains 5 mg. of Regitine methanesulfonate in 
lyophilized form. 


Each ampul is accompanied by an ampul containing 
one cc. of sterile distilled water. Cartons of 1 and packages 
of six cartons. 


Tablets: For oral administration only. Each scored tab- 
let contains 50 mg. of Regitine hydrochloride. Bottles 
of 100. 
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ACETATE 


OPHTHALMIC SUSPENSION 
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CORTOGEN acerare conocer see 


Brand of Cortisone Acetate concentrations, — 
cortisone 


STERILE 


OPHTHALMIC SUSPENSION 


concentrations ¢ 
conditions in 
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“ 0.5% and 2.5% 


For Topical Administration 


CorTocEeNn® Acetate Ophthalmic Suspension is prepared and pack- 
aged aseptically and representative samples subjected to sterility tests 
carried out according to recommendations of the United States Phar- 
macopoeia. In addition to these aseptic precautions, benzalkonium 
chloride 1:5,000 concentration has been incorporated in CoRTOGEN 
Acetate Ophthalmic Suspension and the preparation packaged in 5 cc. 
vials, fulfilling U.S.P. requirements for a “tight container.” 


Composition 


CorTocEN Acetate Ophthalmic Suspension, 0.5% and 2.5%, con- 
tains in each cubic centimeter: 


0.5% 2.5% 
Cortisone acetate 5.0 mg. 25.0 mg. 
Sodium phosphat 473 mg. 473 mg. 
Sodium biphosphat 4.003 mg. 4.003 mg. 
Sodium chloride mg. 43 mg. 
Benzalkonium chloride 0.2 mg. 0.2 mg. 
Distilled water, q.s. ad 1s « 10 cc. 


Action 

Cortisone acetate has the property of controlling excessive tissue 
reaction to infections, allergens, and trauma. Although controlling 
the inflammatory phase of ophthalmic infections, it should always be 
remembered that cortisone acetate does not curtail the growth of the 
causative organism. Therefore, if an infection is present, it must 
be treated vigorously concomitantly with specific therapy, Sodium 
SuLamMyp® Ophthalmic Solution 30%, for example. 


Copyright 1952 by Schering Corp i Bl field, New Jersey, U.S.A. All rights reserved under 
the International Copyright Convention and under the Pan-American Copyright Convention. 
Printed in U.S.A. 
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Acetate Ophthalmic Suspension is available in sterile form and in two 
ns, one containing 0.5% (5 mg./cc.) and the other 2.5% (25 mg./cc.) of 


sone acetate (11-dehydro-17-hydroxycorticosterone-21-acetate). Both 

ms of CORTOGEN Acetate are in a suitable vehicle for use in certain eye 

; in which local but nonsystemic action is desired. The possibility of irritation 
» large crystals is minimized by the use of specially prepared 


microcrystals of CORTOGEN Acetate. 


The 0.5% concentration of CorTocen Acetate Ophthalmic Suspen- 
sion is preferred for most allergic afflictions of the eye and for the 
milder inflammatory reactions to infection and trauma. The 2.5% 
concentration of CorTOGEN Acetate Ophthalmic Suspension should be 
used in all moderate or severe ophthalmic conditions where CoRTOGEN 
Acetate is indicated, and in those cases not responding within 48 to 
72 hours to the 0.5% concentration of CorTtocen Acetate Ophthalmic 
Suspension. After an acute inflammatory lesion has responded to the 
higher concentration of CortoceN Acetate Ophthalmic Suspension 
(2.5%), therapy may be continued with decreasing applications of 
the lesser concentration (0.5%). 


Indications 


CorTOGEN Acetate Ophthalmic Suspension is recommended in the 
following conditions: 


]. AFFLICTIONS OF THE EYELID 

a. Blepharitis: acute, chronic, allergic 

b. Spastic entropion due to local irritation 
AFFLICTIONS OF THE CONJUNCTIVA 
a. Conjunctivitis: acute, chronic, allergic, phlyctenular, nonspecific 
3. AFFLICTIONS OF THE CORNEA 
Corneal ulcer 

Interstitial keratitis 

Nonspecific keratitides 

Herpes zoster ophthalmicus 

e. Phlyctenular keratoconjunctivitis 

f. Neovascularization 


4. AFFLICTIONS OF THE SCLERA 
a. Scleritis 
b. Episcleritis 

5. AFFLICTIONS OF THE IRIS 


a. Iritis: acute, chronic, traumatic 
b. Iridocyclitis 
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Administration 

One drop of the suspension is instilled into the eye every one to 
four hours as needed, depending upon the nature and severity of 
the disease being treated. Care should be taken not to discontinue 
therapy too soon after the initial response. 


Caution: Despite the fact that CortoceN Acetate Ophthalmic 
Suspension is available in sterile form and contains an antibacterial 
and antifungal agent, it must be remembered that under certain con- 
ditions a dropper bottle that has been opened may become contami- 
nated. Any opened bottle should be considered as no longer sterile 
unless the withdrawals have been made with the usual aseptic proce- 
dures. Consequently, it is recommended that when CorTOGEN Acetate 
Ophthalmic Suspension is prescribed for the patient’s home use, the 
bottle be used only by the individual patient and not by other members 
of his family possibly in need of the benefits of Cortocen Acetate 
Ophthalmic Suspension. 

The patient should be instructed to avoid contaminating the prep- 
aration with material from an infected eye or other source. After 
each usage, the dropper should be washed thoroughly in hot water 
before replacing it in the bottle. 


Packaging 

CorTOGEN Acetate Ophthalmic Suspension 0.5% (5 mg./cc.) , drop- 
per bottles of 5 cc., box of 6; and 2.5% (25 mg./cc.) dropper bottles 
of 5 cc., box of 1. 

IMPORTANT: Shake well before using. 


Schering convorarion * BLOOMFIELD, NEW JERSEY 
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